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Tus Annual Dinner of the Massachusetts 
Medieal Society was held in the Ball Room of 
ihe Hotel Statler, Boston, Massachusetts, on 
Wednesday afternoon, June 8, 1927, at two 
o'clock, Dr. James S. Stone, President of the 
Society, presiding. 

PRESIDENT STONE: Fellows of the Massachu- 
setts Medical Society and Guests: In 1828 Dr. 
George Cheyne Shattuck delivered the Annual 
Discourse before our Society. From 1826 to 
1840 he was President of our Society. He was 
prominent in the activities of the Society and iu 
movements to protect the public health for a 
great many years. 
Shattuek, was a professor in the Harvard Medi- 
cal School from 1855 to 1873 and was President 
of the Massachusetts Medical Society from 1872 
to 1874. His son, George Brune Shattuck, wes 
for thirty years the Editor of the Boston Ment- 
CAL AND SURGICAL JOURNAL and President of the 
Massachusetts Medical Society from 1910 to 
1912. Another son, Dr. Frederick Cheever 
Shattuck, is here today. 

The members arose and applauded. 


PRESIDENT STONE: Dr. Shattuck is the be- 
loved teacher of all of us. (Applause.) He has 
« son who is a leader in medicine, particularly 
in matters concerning public health and tropical 
medicine. 


In spite of all his family tradition, another 
son has strayed into the law. 

I don’t know whether this man on whom I| 
am going to call has any regrets that he is not 
in medicine, but he is devoting his great ability 
to the public service and is one of the most 
honored and most useful members of our Legis- 
lature, the Honorable Henry Lee Shattuck. 
( Applause. ) 


Hon. Henry Lee Suattuck: Mr. President, 
Ladies and Gentlemen: I am afraid that I hav» 
strayed from the fold which my father and my 
father’s family have been following for many 
years. 

: By reason of family associations and tradi- 
tions, I have watched with special interest and 
pride the great progress the medical profession 
has made and is making in the advancement of 
medical knowledge. I know something of the 


His son, George Cheyne |. 


unselfish devotion of medical men in the promo- 
tion of the public health. In these matters your 
Society has been a leader. By inviting me to 
address you on this occasion, you have done me 
an honor which I deeply appreciate. 


_ Acting on the suggestion of your President 
that I choose my own subject, I am going to 
review very briefly the more important medical 
legislation and the development of state institu- 
tions for the care of the sick during the last ten 
years, that is, from 1918 to date. 

I shall take up these subjects in the order 
named. | 

I appreciate that in the biological sciences 
legislation as a rule plays a very small part. The 
discovery of surgical anaesthesia, for example. 
and the application of that discovery, required 
no legislation. That great discovery, like ail 
others in medicine, was given to mankind free- 
ly and without restriction, and its use spread 
throughout the world without the aid or need 
of legislation. Nevertheless, legislation has its 
place, particularly in the field of health protec- 
tion. 

In 1918 and 1919 we were engrossed in war 
and post-war emergency measures, and I find no 
important health legislation. In 1920, we auth- 
orized cities and towns, either alone or in cov- 
junction with others, to maintain health clinics 
and to conduct campaigns in health legislation. 
In 1921, notable progress was made in the ree- 
ognition of the importance of mental diseases. 
We made psychiatry a required subject in ex- 
aminations for registration ; and we provided for 
impartial mental examination of persons indict- 
ed for capital offences, and for commitment to a 
state hospital without trial of those found men- 
tally irresponsible. In 1922 we established a 
Division of Mental Hygiene in the Department 
of Mental Diseases, for the study of the causes 
of mental disease. In the same year we pro- 
vided for codperation with the Federal Govern- 
ment in the tuberculin testing of cattle, and for 
compensating the owners of condemned cattle. 
In 1924 we provided for psychiatric examina- 
tion of prisoners. The reports of these examini:- 
tions should be of great value not only to cor- 
rectional authorities, but also to students of 
mental disease and feeble-mindedness. 
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During the present year we have passed legis- 
lation to strengthen the tuberculin testing law, 
and we have passed a law for the licensing of 
pasteurization plants. Whether tuberculin test- 
ing is needed as a health measure, or can only 
be justified, if at all, as an economic measure for 
the promotion of agriculture, is a question which 
we should decide before we make any further 
commitment. No less an authority than Dr. 
Theobald Smith has expressed the opinion that 
tuberculin testing is an economic rather than a 
health question. Other qualified authorities dis- 
agree with this view. What course should we 
pursue? I am sure that your Society can be of 
much assistance to us in reaching a wise 
decision. 

On the negative side, we have defeated numer- 
ous attempts to break down the single standard 
of registration of those desiring to practise the 
healing art, and we have defeated all proposals 
to weaken the vaccination law. On the other 
hand, we have failed to extend the law to chil 
dren in private schools. But in each of the past 
two years the private school bill has passed the 
House, the sentiment in favor of it is gaining in 
force. 

We have investigated the question of reorgan- 
izing the Board of Registration in Medicine, of 
strengthening the requirements for admission to 
practise, and of restricting candidates to grad- 
uates of approved medical schools. But no legis- 
lation on these subjects has been enacted. Some 
persons feel that it would be unwise to give any 
board the absolute power to approve or disap- 
prove medical schools. Others see in the pro- 
posals an attempt to form a medical trust which 
might inerease fees and make it hard for the 
poor man to enter the medical profession. I 
rather think that much of the opposition might be 
removed by a programme stressing stricter and 
more comprehensive examinations for registra 
tion, including more in the way of oral examina- 
tion and practical demonstration, and more adc- 
quate requirements concerning courses of medi- 
cal school study, ineluding perhaps a minimum 
curriculum, and concerning minimum medieal 
school facilities and hospital training. In the 
carrying out of any such program the support 
of the general public should be enlisted. This 
can be done if the programme is carefully pre- 
pared and explained. The widespread publie in- 
terest in all matters of health has been shown 
time and again by the response both in unpaid 
service and in contributions to appeals for hos- 
pitals and other agencies for promoting publie 
health. Show the public that the-measure you 
advocate is in the interest of public health, and 
the victory is won. 

I now come to the subject of institutional de- 
velopment. For the care of the sick and in- 
sane, Massachusetts spends more than for any 
purpose except highways and other activities of 
the Department of Public Works, for whieh a 


slightly larger expenditure is made. In the cur. 
rent year, for instance, we appropriated for the 
Department of Mental Diseases $10,532,469.76, 
for the Department of Public Health $2,110,295, 
and for the State Infirmary at Tewksbury an: 
the Hospital School at Canton (both in the De- 
partment of Public Welfare) $1,242,060, a total 
of $13,884,824.76 out of a total budget for all 
purposes of $52,411,349.56. In other words, 
over one-quarter of our entire expenditure wa: 
devoted to purposes having to do with public 
health. 

In the Department of Public Health we have 
four tuberculosis sanatoria and a cancer hos- 
pital; and in the Department of Mental Dis- 
eases we have fifteen institutions, consisting of 
the Psychopathic Hospital, the Monson Hospital 
for epileptics, three hospitals for the feeble- 
minded, and ten for the insane,—and we are 
about to establish one more for the insane. The 
approximate patient population of these institu- 
tions, and of the two in the Department of Pub- 
lie Welfare to which I have referred, is 24,000, 
and there are about 4,500 doctors, nurses, and 
other employees. The insane and feeble-minded 
patients alone constitute about one-half of one 
per cent. of the population of the entire State. 
I mention these figures in order to give you a 
picture of the magnitude of our undertaking. 

To keep up with the need for more and better 
accommodations, a large annual capital outlay 
is required. During the war and immediately 
after the war, our programme was interrupted, 
but of late we have had some success in catching 
up. 

Among our more important accomplishmenis 
have been the following: 


We have greatly enlarged the Northampton 
and Gardner hospitals for the insane. In 1922 
we opened a new hospital for the feeble-minded, 
at Belchertown. We have improved the hospital 
facilities at Tewksbury. We have erected a 
building for the care of sick children at the Can- 
ton Hospital School. We have enlarged the 
Reading State Sanatorium and remodeled it for 
the care of children. As part of this programme. 
we have established clinies for the detection an 1 
cure of incipient cases of tuberculosis amony 
children. We have remodeled the Lakeville 
State Sanatorium for the care of cases of non- 
pulmonary tuberculosis. We are about to open 
a hospital at Norfolk for the care and treatment 
of cancer cases, and we have authorized the pur- 
chase of radium for use in this institution and 
at the cancer clinics which have been established 
at various centers throughout the State. We 
have authorized a new hospital for the insane, 
at Waltham, to have an initial capacity for 
1,000 patients and ultimate capacity for 
2,000 patients, and we have provided this year 
$1,500,000 toward the eost of its construction. 

| have given you in brief outliné the record 
of the past ten years. While in matters of legis- 
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lation progress has been distinctly moderate, | 
ielieve that I am safe in saying that at least we 
iaye not done much harm. Institutional devel- 
opment, on the other hand, has shown marked 
progress, but no greater than required to pro- 
vide for the ever-increasing population of our 
‘ystitutions for the insane and feeble-minded 
and for the inereased scope of our activities, of 
which the eaneer hospital is the most noteworthy 
example. These demands for new and enlarged 
hospital accommodations must raise in your 
minds, as they do in ours, many serious ques- 
tions. Is there no way of limiting this enor- 
mous expense? Are there no effective preven- 
tive measures which will decrease insanity and 
feeble-mindedness? Must we, as in the case of 
cancer, undertake the eare of other chronic dis- 
eases? These are some of the problems on which 
we need your help and counsel. 

I cannot close without a word in praise of 
ihe men and women of your profession who are 
serving in our health department and in our 
hospitals. It has been my privilege to consuit 
frequently with the Commissioner of Health and 
his assistants, and to visit all the state hospitals. 
| have been through every ward in these hos- 
pitals. I have inspected the kitchens, store- 
rooms, and farms. I have interviewed the su- 
perintendents and others in authority. A more 
loval and devoted body of men and women J 
have never seen. They are a credit to your pro- 
fession and to the Commonwealth. 


PRESIDENT STONE: You have listened to a 
most masterly and complete presentation of one 
of the greatest problems which confronts our 
state. You have heard the challenge to the 
medical profession to help in the prevention of 
disease. You have heard the challenge also to 
show the public the reasonableness and the jus- 
tice of what we seek, to use Mr. Shattuck’s 
words, ‘‘to show the publie that what we ask i: 
in the interest of the public health and the vie- 
tory is won.’’ That challenge is issued to every 
one of us. 

We have listened to the son of a physician. J 
um going to ealtnow upon a man known to some 
of you as a minister, to some as an essayist, an«l 
{0 some as a keen philosopher, but we also, som: 
of us, like to think of him as the father of a phy- 
siclan. Possibly he may be able to tell us some- 
thing more about our faults. 

It is my privilege to introduce the Reverend 
Samuel MeChord Crothers. (Applause. ) 

Ktry. SamMvuEL McCuorp Crotuers spoke as fol- 
lows: 1 was at dinner the other day with Dr. 
ifarvey Cushing and he asked me why it is that 
sy many of our physicians, and particularly the 
‘en In the medical school, are the sons of minis- 
‘crs and I was very glad to know that fact on his 
ithority as he seemed to have been making a 
‘tudy of it, but I couldn’t really give any ac- 
sount as to why the sons of ministers become 


doctors other than the general American desire 
of the younger generation to improve their con- 
dition. (Laughter. ) | 

I have, however, as a minister, always had a 
leaning to the medical way of dealing with ques- 
tions public and private and it has always 
seemed to me that the professions, the great pro- 
fessions, all are doing the same kind of work, 
that the same kind of mind succeeds in one as in 
another. 

Some years ago I wrote an essay on literature 
and I ealled it ‘‘The Literary Clinie,’’ taking 
the analogy of clinical medicine and applying 
it to literature for it seemed to me to apply per- 
fectly. There are all kinds of books and the 
book does something to the reader who takes it . 
up. It may be a soporifie or it may excite the 
mind. It may put one to sleep or it may drive 
one insane, but it does something to us, and the 
student of literature is really one who is prac- 
ticing clinical medicine. 

I was very much pleased after the publication 
of that essay to get a letter from Buffalo saying 
that such a literary clinic was established in 
Buffalo and last year I was in Buffalo and was 
a guest of the literary clinic that had been going 
on from that time under expert medical and 
Ifterary advice and I felt almost as if I were a 
doctor. 

Now, what is it that the members of the pro- 
fession of medicine do besides giving us their in- 
dividual skill? What is it that they do as citi- 
zens of this country? One of the things that I 
think you do to all of us is give us a way by 
which we may approach the different subjects 
with which we have to deal. It doesn’t matter 
very much what they are. The great problem is 
to get the right kind of approach, and it seems 
to me in the development of the science and 
the practice of medicine you have given us that 
which makes you leaders in the community, and 
the community needs not simply the skill of 
the physician, but also it needs the point of view 
that you have naturally acquired in the prog- 
ress of your profession. Take for example, deal- 
ing with moral questions. Take the way in 
which the City of Boston is trying to deal with 
literary subjects today. <A book is supposed to 
be dangerous. Who says that it is dangerous? 
Dangerous to whom or to what? How can the 
community protect itself from intellectual or 
moral dangers that come through the medium of 
the printed page? 

The author of a prohibited book is coming to 
Isoston and is testing it out by reading a chapter 
on Boston Common. What would you gentlemen 
think of that way of treating a disease, a con- 
tagious disease? Would you have it sufficiently 
tested in that way? 

One person reads a book; another person de- 
clares that it is immoral. Then somebody else 
reads it to see whether it is as bad as it was 
said to be. Then the emancipated crities read 
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it and say, ‘‘If that is so, then it is prima facie 
evidence that it is a work of genius.’’ (Laugh- 
ter.) Then the careful parent says, ‘‘At any 
rate, it is not the kind of a book that I would 
give to my daughter.’’ The daughter says, ‘‘ You 
needn't bother about that. In talking about that 
particular book you are dated. I read it last 
summer.’ 


Then the whole question comes over again in 
regard to protecting public morals. Now I be- 
lieve that the questions that are coming up to 
us on all sides, questions of morals, questions of 
polities, questions of religion, need the kind of 
mind that is developed in the true physician, the 
dealing with evil not as something to be afraid 
_ of, not as something where we can jump at con- 
clusions, but carefully and by the experimental 
method. 


A hundred years ago Shelley wrote of a new 
school of poets. 


“A poet there was who sat by a ditch 
And he took an old cracked lute 

And he sang a song that was more of a screech 
Against a woman who was a brute.” 


Now you can say from the moralistic stand- 
point, ‘‘ How terrible!’’ The physician, the man 
who is trained in diagnosis, would want to go 
further than that. He would want to know the 
antecedents of the poet and he would want to 
know the character of the ditch and he would 
use some of the methods of preventive literature 
and he would use it according to some scientific 
rule. 

Today one of the most astonishing things to 
any observers of America is the difference be- 
tween such a body of people as I see before me 
today, or any corresponding group of profes- 
sional men, men dealing with religion, dealing 
with social service, the difference between your 
way among yourselves, the way in which these 
selected people are dealing with great problems 
and the actual attitude of the great mass of 
Americans. I think one of the greatest dangers 
that we are facing today is getting the leaders 
interested in their professional problems and 
their professional advancement, getting them 
out of touch with the great mass of the people. 

What do we see? Here in the most enlight- 
ened country, as we like to think, of the world, 
we are astonished at the outbreaks of sheer big- 
otry, sheer fanaticism, the outbreaks and the 
recrudescence of ideas which we had thought. 
had been banished from civilized life. They 
come into the open. They are coming into our 
legislation. They are influencing the whole body 
of uninstructed public opinion. 

Now what do we need? I think we need to 
get together. We need to stand for that class 
of men who are really doing the least to direct 
the life of our country today. 

There was a class of people whom Milton de- 
clared as ‘‘That hapless race of men, that hap- 
less race of men who have understanding.” 


What is the trouble with the race of men, the 
groups of men who have understanding in this 
country? It is that they are too modest about 
bringing the results of their own thought before 
the great mass of the people. They are afraid 
of making themselves conspicuous. They are 
afraid of breaking away from the routine of 
their own order. 

I think the fact is that today we have enough 
instructive opinion, educated opinion, in this 
country, to change the whole complexion of 
American life. We don’t need a man like Mr. 
Mencken to tell us about the yokels and the nit- 
wits and so on. What we need is a different at- 
titude among the men who really know and the 
feeling on their part that they belong to a great 
company of intelligent, open-minded, tolerant 
people who insist that their will shall be done. 

We are afraid of organized minorities, espec- 
ially if these organized minorities are shrew: 
enough to hide themselves a little from public 
view and make a great noise, and we imagine 
that they represent public opinion. We fear 
some invisible empire and we need to confront 
it with a visible republic, to bring together a 
public opinion that shall be simple enough to be 
understood by the people. It must be an appeal 
to common sense, but it must be not uninstructed 
common sense, but instructed common sense, a 
super-common sense that shall hold its own with 
ignorance and superstition that have taken a 
great place in the actual work and life of our 
country. 

I think the trouble with educated men and 
with the liberal-minded men is that nobody is 
afraid of them. We trust to great moral prin- 
ciples. A great moral principle i is all right, but 
a great moral principle doesn’t jump out at you 
in the night as you are going through the woods, 
and clutch you by its skinny finger and make 
you promise to be good. A great moral principie 
doesn’t make a person feel as if an-old witch 
were after him. 

There are a great many people who are afraid. 
They are afraid of freedom of thought. They 
are afraid of experimentation. They are afraid 
of asserting their own common sense because 
they imagine that something that they call pub- 
lie opinion, is against them. If we could see 
that there are certain things which ll 
educated men accept, that there are cer- 
tain principles which they insist upon, no 
matter whether you are a physician, a 
minister of religion, whether you are a 
teacher in the public schools or the state uni- 
versity, whether you are a man of business, you 
want to have the sense of some great big body 
that is back of you, that you represent, and I 
think we are coming to see that, more than we 
have ever done, we are coming to see that civil- 
ization requires something more than highly 
specialized knowledge. It requires also a phil- 
osophy of life that will make us see our friends 
and stand together, and so I would speak to the 
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Massachusetts Medical Society not as a body «of 
men apart, dealing merely with their own prob- 
lem. but to you as citizens helping other men 
who are trying to do essentially the same thing 
for the publie good. 

There are certain vital principles which we 
have in common. Allusion was made to that 
ereat man who represents the spirit of two great 
professions, the law and medicine, bringing from 
his father the sense of what medicine was, bring- 
ing to it the idea of a trained lawyer—Mr. Jus- 
tice Holmes. And let me say that he represents 
the three great professions, for his grandfather, 
indeed, was the honored minister for many year's 
in Cambridge. 

I was reading, as I like to read, Mr. Justice 
Holmes’ conception of the meaning of his pro- 
fession of the law. I think that which is vital 
in it brings a response to you in your profes- 
sion, to me in mine. Speaking of what the law 
was and the spirit, he said: 

“I have no belief in panaceas and almost none in 
sudden ruin. I do not think the United States would 
come to an end if the Supreme Court lost its power 
to declare an Act of Congress void. For most of the 
evils of the present state of law, I think, the main 
remedy is to grow more civilized. Judges are, after 
all, simple-minded men, and we too need education 
in the obvious. The time has passed when the law 
is the unconscious embodiment of the commonweal. 
It is now becoming the conscious reaction upon itself 
of organized society knowingly seeking to determine 
its own destiny, and it has behind it a great field. 
I have faith in a universe not measured by our fears.” 


If you were to get a definition, a single sen- 
tence, in which that which makes our different 
professions really one in spirit, wouldn’t you 
vet that thought that is in the mind of Mr. Jus- 
tice Holmes? 

That is what we are trying to do, to get ‘‘or- 
ganized society knowingly to seek to determine 
its own destiny,’’ and there are certain things 
which we are coming to see must be done by or- 
ganized society determining its own destiny, and 
we in our various professions are simply, after 
all, the servants of organized society. We are 
doing with such skill as we may have acquired. 
doing consciously, what has been done blunder- 
ingly, and unconsciously, bringing our skill to 
aetermine the future of society. We have deter- 
mined that our society shall be more healthy, 
more happy, more just, more beautiful, than the 
society out of which it has come, and we are 
determined and agree that only through fre 
intelligence working by the methods of contin- 
uous experimentation can that work be done. 

So, when ignorance and fanaticism raise their 
heads and threaten a man here or there who is 
trying to do his duty in a free society, I think 
the time has come when people ought to realize 
that we are all together, we are all in the same 
boat, we are all determined that the method of 
‘reedom shall be the method of American so- 
ciety. (Applause. ) 


PRESIDENT STONE: In Massachusetts, we are 
proud of our Department of Public Health. 

Our Commissioner of Health may tell us some- 
thing of his problems. I present Dr. George H. 
Bigelow! 

Dr. Grorce H. Mr. President, La- 
dies and Gentlemen: It has been said that the 
most perfect example of anti-climax is the ex- 
pression, ‘‘ For God, for country, and for Yale.’’ 
I think my appearing at this point on the pro- 
gram surpasses even that. 

I have held the position which I now occupy 
for only a little over a year. I yet have much 
to learn about the problems with which I am try- 
ing to deal. I oceupy a position which has been 
dignified by my predecessors, the eminent Dr. 
Walcott, so long the Chairman of the old Board, 
Dr. McLaughlin, the first Commissioner of Pub- 
lic Health, and my immediate predecessor, Dr. 
Kelley, and I consider it entirely unsuitable of 
me to appear on this program until I know some- 
thing of the job. I think if Dr. Stone could 
have found anyone else—he approached me at a 
very late moment—he would have thought so, 
too. 

I hope that in the few matters I may touch on 
you will consider that I am desperately serious 
because this is an unusual opportunity to speak 
to the organized medical profession in Massachu- 
setts. The things we are interested in may 
eventually be accomplished if you are interested 
in them, too, and the things we are interested in 
can never be ultimately accomplished if you are 
not interested in them, too. 

Mr. Shattuck said you were interested in 
anything which truly affected the public health. 
The converse has been said. I heard Mr. Vin- 
eent, President of the Rockefeller Foundation, 
say once that so long as the doors were closed 


and the press was not present, we might as well 


admit that none of us were really interested in 
the public health. We are often desperately in- 
terested in the private health when we ourselves 
are sick or members of our families. But as for 
true interest in the public health most of us have 
very little. The only people really interested 
in the public health are so interested because of 
commercial motives. That is an exaggeration 
and yet I am much impressed as to how much 
more motivating opposition is than support. If 
you read something in the Saturday night Tran- 
script during the sessions of the Legislature that 
you disapprove of you are at the State House 
Monday morning, when the doors are open. But 
if you read something you approve of you say 
‘‘That’s splendid; someone is taking care of 
that,’’ and you go quietly to bed. 

There are at present a few very interesting 
problems which I should like to mention very 
briefly : First, the Legislature has directed us to 
study purification of shellfish by transplanting 
or chemical means. That is an effort to discover 
a safe way for human beings to consume their 
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own faeces and if it can be safely accomplished, 
we are in a fair way of discovering perpetual 
motion. 

Another thing is the typhoid carrier. Recent- 
ly three typhoid carriers, all professional food 
handlers have had their gall-bladders removed, 
and there is reason to suppose that they have 
been cured, though we will follow them at least 
a year. This, though slight, is perhaps the most 
definite contribution to the very baffling problem 
of the typhoid carrier that is a food handler that 
has been made recently. 

Adequate pasteurization has been mentioned. 
It is surprising how many reasons there are for 
not accepting minimum rules. You can go up 
into the ivy-clad tower and by the light of a 
eandle draw up rules which would protect per- 
fectly and lo, you find in the first place nobody 
ean supply such milk and if they could, it would 
eost a dollar a quart. Then you get ‘‘practical”’ 
and more and more ‘‘practical’’ and behold in 
the end you are not protecting. It is a very 
difficult compromise between the two conflicting 
extremes. The ideal and the over ‘‘practical.’’ 

We are trying to study the incidence of dis- 
ease, especially the cancer problem. We have 
desecrated every home in Winchester by sending 
one of our inspectors there. With the radio 
there is no privacy and we could not see why we 
alone should respect these homes. This study is 
extremely important for us, and we are compar- 
ing Winchester with Shelburne Falls, as to the 
amount of sickness among adults, how it is dis- 
tributed between wage earners and non-wage 
earners, how many are getting service from doc- 
tors, how many from cultists, how many from 
neighbors, or how many are medicating them- 
selves. These and others are interesting prob- 
lems and we have to know the answer because if 
there is any excuse for our existence, it is to have 
data on which to guide the development of these 
enormous programs Mr. Shattuck has outlined. 

Then we are interested in rabies and in study- 
ing rabies. I think this may be heartening be- 
cause some of you may have felt that with the 
amount of smoke and wind there is no such thing 
as study of this subject. I think the clinical 
experiment of reading a chapter on the Common, 
to which Mr. Crothers referred, is perhaps com- 
parable in scientific exactitude to the biting of 
one innocent man by an equally innocent dog. 

The venereal diseases are the most baffling 
problems of all communicable diseases. We hope 
to develop methods whereby for the same ex- 
penditure, we can at least double the distribution 
of our arsenicals. Then we are interested in the 
adequacy of the reporting of venereal disease. 
We have nearly ten thousand eases reported a 
year. Is that 5 per cent or 50 per cent of the 
actual number of fresh infections? It is prob- 
ably somewhere in between 5 per cent and 25 per 
cent, with a minimum of 40,000 fresh infections 
annually. We are in truth a well syphilized 


As Mr. Shattuck said, on Tuesday, June 21, 
we are to open the hospital at Pondville for ean- 
cer and unless our addressing machine breaks 
down, you will all receive invitations. Whether 
or not they are received, I hope you will come, 
not for what vou will see there, but because of 
the enormous departure which the State is mak- 
ing in hospitalizing degenerative disease without 
the element of poverty present. We do not 
know where this departure will lead us but some- 
body must find out. The cancer eclinies have 
been referred to and those are the preventive 
aspect of the problem and are the part of the 
problem that must be stressed in the name of 
humanity and economics. 

I find that in the Department of Public 
Health we are in an anomalous position. The 
profession generally does not know much about 
what we are doing but has a vague feeling that 
anything we touch becomes state medicine as 
automatically as the touch of Midas turned ob- 
jects into gold. On the other hand I find a 
certain fraction of the Legislature, and I think 
it reflects a certain fraction of the public, feeling 
that our only interest is to further the interests 
of the ‘‘medical ring.’’ I am not clear what a 
‘medical ring’’ is. All ‘‘rings’’ are under sus- 
picion today except the wedding ring, and even 
that is, apparently, at times. I am also interest- 
ed to know exactly what state medicine is, in 
which we are believed to be so thoroughly inter- 
ested by some, and so thoroughly uninterested by 
others. I have heard it defined as service to the 
individual at the expense of the community. If 
that is so, we are thoroughly familiar with such 
service at the Boston City Hospital and else- 
where. I think to many people state medicine is 
a bugbear, like the shadow on the wall frighten- 
ing the child on his way to bed. He does not 
know what it is, but is afraid of it. Many medi- 
eal men have a definition something like this: 
State medicine is some sort of system which 
would force doctors, through some state authori- 
ity, possibly the State Department of Health, to 
give inadequate service at starvation wages. I 
am not sure that that should be flattered by be- 
ing called a definition. Too often it is discussed 
purely from the economic aspect. The principal 
objection I find to any system of which I have 
heard is that no system yet devised gives service 
on such an enormous Scale with any assurance of 
quality. I do not think it is so important where 
the money comes from. If every doctor would 
be assured of a living wage, irrespective of his 
practice, it might be an improvement. But it is 
the lack of quality that is the Achilles’ Heel of 
these systems. . 

I have had a liberal education in the past year 
in connection with the efforts in starting cancer 
clinics. I have come in contact with many mag- 
nificent men, magnificent in their conception not 
only of medicine but also of sociology and eco- 
nomics, and it has been very heartening. On 


community. 


the other hand, I have had:some medical and lay 
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experiences less fortunate. It is rather interest- 
ing as showing the broad conception of the hospi- 
‘al we are opening at Pondville that one 
ventleman came to me who had been very much 
‘nterested in the furthering of the cancer hospi- 
‘al and said, ‘‘I have a dentist who is very 
anxious to do some research work at the cancer 
hospital.’’ I met the dentist and had a pleasant 
time. The principal reason for his interest was 
the faet that he had broadcast once on the sub- 
ject of cancer and the dental profession. I have 
seen poor broadeasters, but this was exceptional. 
| told him I would keep him in mind. Six 
months later I met the gentleman who had men- 
‘ioned him to me and said I was sorry, but I 
had found no place for his friend. ‘‘Oh, that’s 
all right,’? he replied, ‘‘I have got another 
centist.’? Some of the other experiences coulil 
perhaps be better written up by Mr. Sinclair 
Lewis than given by myself. 

The solution, if there is any solution, in ex- 
tending this service is that in each community 
where a elinie is started we must find at least 
one man with an appreciation of the medical, 
social, and economie aspects of the problem, on 
whose word we can depend. He ean tell us 
whether a good job is being done or not. I think 
we are getting somewhere with the clinics. 
Stone, Dr. Greenough, Dr. Balch, have given us 
freely of their time. There is a curious prece- 
dent in Massachusetts for exploiting quality of 
service and fortunately it still exists, I think, as 
i. no other state. 

In one city where a clinic is started a physi- 
-ian told me that the cancer group, appointed by 
the local medical society representing the various 
hospitals, would meet to discuss cancer problems, 
matters of general hospital interest in the com- 
munity would come up. It was the first time 
they had ever had such a representative group 
sit down and talk together. He thought it was 
a splendid thing medically and far outreached 
any service that might be given to cancer. In 
one of the cities there were nine-patients at the 
first clinie. Six were cancerous. Three 
were operable but had never seen a doctor until 
they read of the clinic in the local paper. That 
was excuse enough for all the mouthings of the 
past year. Of course, cancer is a race against 
time. Dr. Leland’s studies showed that the 
chance of eure of uterine cancer decreases onc- 
half of one per cent daily. When you find the 
average delay is eight months, it is no wonder 
so few are cured. It is as much a race as getting 
inti-toxin in the diphtheria case. 

Another eclinie had at the second session forty- 
‘hree patients and there had been a question as 
‘» Whether there was any need for a cliine. The 
iiuntington Hospital tells us that since clinic 
ond educational work was started in Newton the 
“incer cases. from there have increased two or 
‘ree times. We can tell how many come to the 
-nies. We never can tell how many go to the 
‘dividual physicians’ offices. But when you 


Dr. 


realize that each doctor sees only an average of 
around two cancer patients in a year, and when 
we realize the difference in early diagnosis de- 
pending on the location we must realize that in 
many instances the physician alone in his office 
must have assistance. He must act as the filter 
to cull out those who need no further examina- 
tion and those who do. Above all we must not 
indulge in the banality of patting the individual 
on the back and telling him to forget it, when it 
may really be early cancer. 


Dr. Crothers has referred to the intolerance in 
this country. It is surprising. I suppose we 
have no idea of the wide sweep of intellectual 
fundamentalism over the country as a whole in 
the matters of crime, law, education, science and 
medicine as well as religion. There is a very 
considerable element of the public which is pro- 
foundly dissatisfied with medical service as they 
get it today. I had experience in a ‘‘wicked’’ 
pay clinic in New York. Eighty per cent of 
those who came there had been to a private doc- 
tor for six months or more for the same condi- 
tion that brought them to us. Now in my 
negligible experience I am convinced that it is 
inherent in people of this country to seek medi- 
cal service in the private doctor’s office as long 
as they receive two things. The two things are: 
first, satisfaction, and second, service within 
what they consider their means. The ordinary 
man in the street would not believe you if he 
were told that a distinguished doctor would give 
the same quality of service at a clinic that he 
would give in the private office in the same 
amount of time. So I am convinced when satis- 
faction and service within their means are given, 
it is inherent to seek the physician privately. 
But these are matters of personal lay opinion 
and are tragically remote from quality of serv- 
ice. That is why the cultists blossom like the 
rose, and some of their Chesterfieldian manners 
might well be taken on by our less meticulous 
doctors. 

What is the solution of all this? Of course, 
I would not be where I am if I had the solution. 
I don’t know where I would be, but I would not 


‘be where I am. I think the solution of it, if 
there is any, is not along the lines of what the 


State Department of Public Health is accom- 
plishing, but is along the lines of what the State 
Department of Public Health is trying to ac- 
complish. So I must bespeak the support of all 
of you, not in the futile things we do, the in- 
competence we show in discussions with Ludlow 
as to what to do with the leper, and then in the 


‘meantime the ‘leper disappears—and perhaps 


that is the best way to solve it—but for those 
general things for which we are striving. I be- 
speak this support not only for the public health, 
but for the future of the medical profession. 


Two years ago I asked 


PRESIDENT STONE: 
I thank you for that 


you for your support. 
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support which has been given in much fuller 
measure than I had any right to ask. I bespeak 
that same support for my successor, Dr. John M. 
Birnie, President of the Massachusetts Medical 
Society. 

Dr. Birnie arose while the members also arose 
and applauded. 

PRESIDENT Birnie: Mr. Chairman and Fel- 
low Members of the Massachusetts Medical So- 
ciety: In the last few days you have heard a 
great many facts, figures, theories and new 
thoughts on a multitude of subjects, more things 
than you can thoroughly digest in a considerable 
space of time, and I am not going to try to add 
anything to the really wonderful class of papers 


and addresses we have had in the last two days. 

This thas been an extraordinary meeting. I 
realize the honor which you have bestowed upon 
me and [I also fully realize the difficulties and re- 
sponsibilities of anyone who would attempt to 
guide ‘the organized efforts of over four thousand 
physicians. I haven’t any creed or thought, or 
anything definite to present to you at this time; 
in fact, I am rather hazy as to my exact duties, 
but I will say this much, that I will attempt to 
earry out most heartily the excellent policies 
which have been inaugurated by my predeces- 
sors. 

The meeting stands adjourned. 

The meeting adjourned at 4.40 o’elock. 


ORIGINAL 


ARTICLES 


THE DEVELOPMENT OF CARDIO-VASCULAR-RENAL DISEASE* 


BY JAMES P. O’HARE, M.D.t 


THERE is so much misunderstanding, lack of 
knowledge and so much nonsense talked and 
written about hypertension that it seemed to me 
I could best serve you in the short time avail- 
able by presenting and discussing the scheme of 
development illustrated in the accompanying 
chart. Such a scheme, based in large part on 
proven facts and to a lesser extent on theory as 
yet unproven, should serve to give you a correct 
conception of the fundamentals of hypertensive 
vascular disease and the interrelations of its 
various parts. With such an understanding 
firmly entrenched in your minds you should be 
in a much better position to interpret the va- 
rious findings made in a given case, to make a 
better prognosis and to offer more intelligent 
treatment. It is an unintelligent thing in deal- 
ing with a hypertensive patient who happens to 
have dyspnea or cardiae pain to regard him 
merely as a cardiae case. He may die of a cere- 
bral hemorrhage or even uremia. It is equally 
unintelligent to focus one’s attention on the kid- 
neys and expect uremia in a hypertensive pa- 
tient merely because he shows albumin and ¢asts 
in the urine. He may not have nephritis at all 
and is more likely to die of cardiac failure or a 
cerebral accident. You will agree with me, I am 
sure, that in many a ease of so-called ‘‘cardio- 
renal’’ disease with albumin and easts in the 
urine the dyspnea, the edema, the albuminuria, 
the oliguria, ete., have been wrongly attributed 
to the kidneys when they should more properly 
be regarded as cardiac in origin. Such an error 
may be a very serious one because it often makes 
a very great difference in the treatment and 
perhaps in the prognosis. <A correct under- 
standing of the development of hypertensive vas- 
cular disease and the interrelationship of the 


*Read at the meeting of the Vermont Medical Society held 
in Burlington, Vt., on October 14, 1926. 
+From the Medical Clinic of the Peter Bent Brigham Hospital. 


various parts is, therefore, eminently necessary. 

One of the most elementary truths in vascu- 
lar disease is that the hypertensive process 
which manifests itself first at 35 to 45 years of 
age has its beginnings very, very much earlier 
in life. We know that it must be a matter of 
extremely slow growth. Our investigations at 
the Peter Bent Brigham Hospital have taught us 
that heredity is probably the most potent etio- 
logical factor. Walker and I found that 76 per 
cent of our hypertensive cases showed a definite 
family history of vascular disease. By contrast 
only 38 per cent of a much larger series of non- 
hypertensive patients had such a family history. 
We have reason to believe that this 38 per cent 
is too high. While carrying out this study, we 
also made the extremely important discovery 
that a fairly large number (42 per cent) of pa- 
tients with high pressure gave a history that 
indicated vascular disturbance very early in life. 
As boys about 10 to 12 years of age they had had 
frequent nose bleeds without apparent cause. 
They had had abnormally high color and flushed 
and blushed easily. Their hands were often blue 
and cold and clammy, especially in cold weather. 
The girls had had similar vascular disturbances 
and in addition often had abnormally profuse 
menstruation. Both boys and girls were of ner- 
vous high-strung temperament and in general 
exhibited the signs of vasomotor instability even 
at this early age. This is a tremendously im- 
portant observation, particularly because it in- 
dicates to us a possible prophylactic therapy in 
these vascular families. 

Paradoxically, then, hypertensive disease has 
a non-hypertensive stage starting usually at 
birth. (It is indicated on the left of the chart 
by the broken line.) Theoretically, this stage is 
characterized by the reactions of an abnormally 
responsive vasomotor system which gives rise to 
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the symptoms indicated above. Sometimes many 
of these symptoms disappeared in early adult 
life to return again about 30 to 35 years when 
the strain of hyperactive living begins to be 
felt. Of the various processes that go to pro- 
duce these abnormal vasomotor responses, vaso- 
constriction is, without much doubt, the most im- 
portant. We know, furthermore, that at times 
vasoconstriction may be temporarily prolonged 
and very marked in these individuals. They are 
usually the very ambitious, busy brain workers 


fluctuating pressure, or even earlier. Certain it 
is, however, that in the third stage of perman- 
ent hypertension there is definite evidence of 
sclerosis in the smallest arteries and arterioles. 
In many patients who have travelled in the 
course of years from non-hypertensive to hyper- 
tensive disease I have been able to observe the 
development of this arteriosclerosis in the retinal 
vessels at or about the time that permanent 
hypertension becomes established. Of course, 
sclerosis may be present in other vessels before 
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with great responsibilities. One can readily 
understand that to drive the human machine at 
the pace they do requires calling on the vaso- 
constrictor processes all too frequently. In those 
who eventually are to become hypertensive the 
resultant change occasionally may be noted at 
about 35 years of age. This change is one due 
to more frequent and lasting vasoconstrictive 
processes causing a slow rise in blood pressure, 
at first within the limits of normal. Now and 
again the pressure may rise above the normal 
line. If you are privileged to see such a pa- 
tient frequently, you will find that his systolic 
pressure may one day be 160 mm. and the next 
135 mm. Gradually the swings reach higher 
levels, perhaps to 175 mm., but returning again 
to a normal level. Such a stage of pressures, 
fluctuating from normal to hypertensive, may 
last five years or more. (It is indicated on the 
chart by the double line corresponding to the 
letter “*B.’’) After this the patient goes on into 
the third stage. 

From our knowledge of the life and death of 
cells and the effect of excessive work on cells 
we can readily understand that such reactions 
in the small blood vessels must take their toll 
in the walls of their cells. These undoubtedly 
zrow old faster than they should. As a result 
we have the development of arteriosclerosis, not 
of the large peripheral vessels, but of the smaller 
ones. Just when this lesion first occurs, we have 
no real information. It is perfectly possible 
that the process begins in the second stage of 


Noongestive Failure 


it can be seen in the retina. Unfortunately, 
however, this is almost the only place where we 
can make observations on small arteries during 
life. As a rule, they are a pretty good index of 
the condition of similar vessels elsewhere. 

This third stage then is one of permanent 
hypertension. Rarely does the blood pressure 
fall to normal in such patients except from ecar- 
diae weakness or great relaxation of the whole 
vascular tree as from shock, loss of blood, drugs, 
ete. Now while the pressure is always above 
normal and while there is a tendency for the 
pressure to gradually rise, the maximum pres- 
sure reached varies markedly in the individual 
patient. Death may come from angina pectoris 
in a man whose systolic pressure has never been 
higher than 165 mm. On the other hand, a pa- 
tient with a pressure of 250 mm. or even more 
may live in comfort for a long time. It should 
always be borne in mind that the pressure, es- 
pecially the systolic, at any given moment 1s 
made of two component parts. One is the so- 
ealled ‘‘base line pressure’’ which is necessary 
to maintain the circulation; the other is the dif- 
ference between such pressure and that actually 
found at the moment. This excess pressure 48 
due to abnormal, probably harmful, vasocon- 
striction the result of nerve impulses, chemical 
toxins, ete. 

We are tending to stray slightly from our 
main theme of the development of end stages. 
Almost from the beginning of the stage of per- 


manent hypertension we can observe three fae- 


NG 
a | 3 | 
| | 
{ 
Jremia 
Diabetes 


128 


CARDIO-VASCULAR-RENAL DISEASE—O’HARE 


Boston M. & 8. Journal] 
July 28, 1927 


tors,—hypertension, retinal arteriosclerosis and 
cardiac hypertrophy. This last is, of course, a 
natural expectation. With greater peripheral 
resistance the heart must enlarge. Such increase 
in size can be found by the ordinary methods 
of physical examination in over 80 per cent of 
all hypertensive patients. Where such means do 
not readily disclose hypertrophy, the so-called 
“*7 foot’’ x-ray plates or electrocardiograms al- 
most invariably discover it. 


From this point (eardiaec hypertrophy) the 
course of the vascular disease in a given patient 
may follow along any one or any combination 
of lines indicated on the chart. Rarely is the 
disease confined to a single system. Usually, 
however, the process is more marked in one sys- 
tem than in others. The lesion may progress 
more in the cerebral vessels producing such 
symptoms as nervousness, irritability, lack of 
concentration, loss of memory, sleeplessness, ete. 
One might almost include in this cerebral group 
the closely related tinnitus, deafness and pos- 
sibly the nasal hemorrhages, although the latter 
more often come from branches of the maxillary 
arteries which are not strictly cerebral. When 
the disease affects particularly the frontal lobes, 
the character changes of cerebral arteriosclerosis, 
the psychic disturbances and even insanity may 
occur. The commonest result is, however, cere- 
bral hemorrhage or thrombosis. 


If the process develops most markedly along 
the cardiac route one may have angina pectoris 
or chronic myocarditis with heart muscle failure. 
Not all cases of angina are hypertensive when 
seen, but Levine has shown that 76 per cent of 
his cases were hypertensive. It is highly prob- 
able that if one could have observed the early 
development of the other 24 per cent, many more 
would have shown hypertension at some time. 
Similarly, with regard to chronic myocarditis | 
firmly believe that in a very large majority of 
such patients in whom rheumatic valvular dis- 
ease, hyperthyroidism and syphilis can be ex- 
eluded, the etiology lies in hypertensive small 
blood vessel sclerosis. We are accumulating con- 
siderable evidence to prove this. 


The vast majority of those patients who come 
to us with the so-called ‘‘chronic interstitial 
nephritis’’ after they have reached the age of 
40 have travelled the route indicated in the 
chart. They are primarily vascular hyperten- 
sive cases in whom the sclerosis of small renal 
vessels has produced secondary degeneration 
and destruction of the kidneys. Rarely, indeed, 
in an individual beyond middle life can one at. 
tribute the nephritis to a previous acute neph- 
ritis. 

When this vascular sclerosis that we have been 
discussing affects particularly the pancreatic 
vessels, diabetes ensues. Probably most of the 


diabetes in older people has originated in this 
way. 


Many hypertensive patients show from 


time to time slight traces of glycosuria which is 
relatively unimportant. Years ago, using the 
**glucose tolerance test’’ on my patients with in- 
creased blood pressure, I showed that even those 
that had not previously shown a glycosuria 
often had a decreased functional ability for 
handling sugar. I then concluded that all hy- 
pertensive patients were potentially diabetic. 


A short time ago I said that it was rare for 
the arterial disease to confine itself to any one 
system of vessels. Indeed, it is practically the 
rule for it to affect two or more of those systems 
we have just considered. The process in one 
system may be much more advanced than in the 
other and death may result from it before there 
is any evident disturbance in the other systems. 
On the other hand, the mere fact that the symp- 
toms or signs found in a given patient point to 
probable death from disease of one organ should 
not blind us to the possibility that the vascular 
lesions in other organs, too, may be advanced 
enough to cause death. Several years ago I had 
been watching a patient whose chief and only 
complaint for three years was angina pectoris, 
often intense. She had a little nephritis and 
from time to time showed slight glycosuria. Our 
entire attention had been, however, centered on 
her heart. One day in a period of excitement 
she suddenly had a fatal cerebral hemorrhage. 
In this case you see all four systems were in- 
volved and death came from that part least ex- 
pected. Many a death has been attributed 
wrongly to ‘‘acute uremia’’ merely because the 
patient was known to have shown hypertension 
and albumin and casts in the urine. Do not for- 
get that cerebral hemorrhage can occur in the 
‘‘silent areas’’ of the brain without paralyses. 
And do not forget that the diagnosis of chronie 
nephritis rests not alone on hypertension, album- 
inuria and cylindruria but requires in addition 
a definite permanent decrease in renal function. 
Remember also that in an older patient with 
hypertension, edema, oliguria, albuminuria and 
eylindruria (that is the so-called ‘‘cardio-renal’’ 
ease) that the chief difficulty is with the heart 
and that the kidneys are probably capable of 
doing a fairly good job if they are given a 
chance. In such patients treatment should be 
concentrated on the heart. Forget the kidneys 
temporarily no matter how much albuminuria 
you find. 


Lastly, when you have a hypertensive cardiac 
patient or a renal one or one with diabetes or 
cerebral vascular disease, think broadly about 
him and realize that his disease is a generalized 
small blood vessel sclerosis with probable secon- 
dary degenerative changes in many organs in ad- 
dition to that which is most obvious. Such a 
realization will bring back to your memory this 
practical scheme of mine and will enable you 
with its help to understand the various combina- 
tions of signs and: symptoms which sometimes 
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develop. Such an understanding will undoubt- 
edly lead to better prognosis and far more intel- 
ligent treatment. 

Two main conclusions should be drawn from 
this paper. First, those practitioners among you 
who have vascular families in your clientele 
should appreciate the importance of heredity in 
the production of these various vascular diseases 
and should grasp at the opportunity to practice 
a little preventive medicine. The parents in 
such families should be urged to bear in mind 
the possible future of their children and guide 
them into and along channels not characterized 
by great mental strain, excessive ambition, ete. 

The second conclusion to be drawn is that 
every case that comes to you with hypertension 
deserves very careful study and not mere casual 
treatment of the presenting ailment. A careful 
history should be taken with the object of elicit- 
ing symptoms of cerebral, vascular, cardiac and 


renal disease. Physical examination should be 
done with the object of determining how much 
damage can be found in all parts of this system. 
Special attention should be given to the eye 
grounds, particularly the character of the retin- 
al vessels. Urine examination should not be con- 
fined to a mere test for albumin and sugar but 
should include particularly the sediment. A sin- 
gle observation is not enough. Finally, one 
should determine the renal function by some of 
the various tests because our present knowledge 
indicates that no case showing hypertension, al- 
buminuria and cylindruria should be called 
chronic nephritis until there is a definite per- 
sistent fall in renal function. If you put your 
patient through such routine measures and then 
superimpose on this chart of mine the results 
found, I am very sure that you will be in a bet- 
ter position to make accurate prognoses and give 
the most intelligent treatment. 


AN UNUSUAL CASE OF PERNICIOUS ANAEMIA 


BY DWIGHT O’HARA, M.D. 


In the fall of 1925 two patients with per- 
nicious anaemia were discharged from the Wal- 
tham Hospital; a fourteen-year-old boy in the 
pink of remission, and a woman of forty-five wuo 
was advised to take an opportunity which pre- 
sented itself to go south for the winter. To 
neither of these patients was the suggestion 
made that a little liver might be of value, and yet 


» AND J. S. GREWAL, M.D. 


history will be interesting.’’' On the thirteenth 
of September, 1926, one of us was called to see 
the boy, now aged sixteen, because he had faint- 
ed. None had noticed that he was pale or weak. 
He had been working as an automobile mechanic, 
and until he fainted neither he nor his family 
had thought much about his physical condition. 
He had been well and able to work all summer. 
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they were both quite pleased with their treat- 
ment. Vanity of vanities, so were we. 

In summing up an account of the first case a 
inember of the staff said: ‘‘If this case was an 
“xample of pernicious anaemia in a fourteen- 
‘ear-old boy, it is extremely rare, and deserves 
vecording for this reason alone. Its subsequent 


He had continued to live, as always, on white 
foods such as bread, milk, potatoes, candy (pro- 
vided it was not colored), ete. He never ate. 
green vegetables or meat of any kind. Arrange- 
ments were immediately made for his return to 
the Waltham Hospital. 

On the accompanying chart are shown the 
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main clinical and laboratory findings during the 
subsequent five months. In addition to these 
data a study of the gastric contents and the bone 
marrow was made by Dr. W. B. Castle. Achylia 
gastrica was present, and the bone marrow of the 
tibia was cellular, showing the megaloblastic 
hyperplasia which Dr. F. W. Peabody has 
found to be characteristic of adult cases of per- 
nicious anaemia in a relapse’. 

As during his previous relapse, the patient 
again showed an ashy pallor, and there was at 
no time any suggestion of jaundice. As shown 
on the chart, the icteric index was always within 
normal limits, 12 being the upper normal on the 
‘scale used. The red counts and hemoglobin 
readings are so charted that when the hemo- 
globin line is above that of the red count, the 
color index is greater than 1.0, and when below, 


Ea 


it is less than 1.0. The white counts were for the 
most part below normal. Whatever fluctuation 
they did show was almost entirely accounted for 
by changes in number of polymorphonuclear 
cells. 

The study of the smears was interesting. 
There was much achromia, even when the color 
index was high. The platelets were always dim- 
inished and frequently absent. The percentage 
of reticulated cells was most often normal or less 
than normal. About a week after the large 
transfusion, however, there appeared a storm of 
reticulated red cells—twenty-four per cent. In 
one of the smears taken at this time a nucleated 


red cell in mitosis was found. This was one of 
only four nucleated red cells seen in the many 
smears examined. It is shown in the accom- 
panying photograph, kindly taken by Miss Lil- 
lian Leavitt. In the negatives it is interesting 
to note that Miss Leavitt was able to bring out 
stippling of the red cells which could not be seen 
by ordinary microscopic observation. 

An attempt has been made on the chart to 
show the approximate size of the spleen. Last 
year it was noticed that the spleen began to be- 
come softer and smaller before other clinical evi- 
dences of improvement appeared. This year the 
spleen became larger during the first two weeks 
of observation—a period in which the patient 
was becoming rapidly weaker and sicker. After 
the transfusion it became smaller, but very soon 
increased in size to such an extent that we could 
almost feel the notch, and again the patient be- 
came sicker. Lastly, a smaller and softer spleen 
heralded the eventual recovery. In this patient, 
then, an enlarging spleen has twice been an omen 
of relapse, and a shrinking spleen has three 
times been an early sign of improvement. The 
usual interpretation of the enlarged spleen— 
that it is an index of blood destruction—was not 
borne out by other indications of hemolysis. In 
fact, with low color index, lack of jaundice, de- 
creased platelets and polymorphonuclear leuco- 
cytes, the case seemed to suggest at all times 
aplasia of the marrow as the fundamental mech- 
anism of the anaemia. 

The first transfusion of 700 ee. of whole blood, 
by Dr. H. Q. Gallupe, was called for by the 
rapidly decreasing blood values accompanied by 
epitaxis, hematemesis and melena. It tided over 
the crisis, and doubtless stimulated the little 
storm of blood formation observed a week later. 
A series of small transfusions, given in the 
fourth month, were probably not of great value. 
In giving these our thought was not to supply 
blood cells, but to provide some theoretical hor- 
mone-like substance in small repeated doses. We 
vaguely suspected that the stimulating effect of 
the first transfusion might indicate a deficiency 
of some such substance. 


The dietary management of this patient drove 
us to distraction. The food antipathies of a six- 
teen-year-old boy may be unsurmountable. In 
vain we coaxed, teased, pleaded, reasoned, 
threatened, warned, menaced and swore. For 
two months he would have none of us with our 
liver. Our dietitian, Miss Marian Haywood, 
made the first score with liver ice cream. We 


highly recommend this delicacy, the formula for 
which follows: 


Cream 240 CC. 
Sugar 15 G. 
Cocoa 15 G. 


Speck of salt. 


Mix as for ice cream, then add 4 
and freeze. 5 G. ground liver 


We believe the data now recorded justifies the 
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diagnosis of pernicious anaemia. The onset at 
‘he age of fourteen is remarkable. While the 
jrst relapse in this ease lasted for six weeks, the 
second one persisted for approximately twelve 
weeks. During the first relapse no liver was fed 
to the patient, and during the second only a 
very small amount was eaten. At the present 


time the amount of liver in this patient’s diet is 
known to be inadequate, and a third relapse is 
anticipated in the near future. 


REFERENCES 
1 O’Hara: Three Months on a Medical Service. Boston Med, 
and Surg. Jour., 194, 8, pp. 337-349, Feb. 25, 1926. 


2 To be published shortly. 


RECURRENT POST-OPERATIVE OBSTRUCTION—REPORT OF TWO CASES 


BY EDMUND F. CURRY, M.D. 


To some of us who are doing surgery, there 
appears to be either a lack of appreciation of 
the importance of the signs and symptoms of 
post-operative obstruction, or a mental attitude 
which refuses to admit their importance—'* ver- 
ily these things shall not be visited unto us’’-—- 
due perhaps, to a natural reluctance to explain 
the necessity of reoperation on one’s patient. 

With this reluctance to operate, there seems 
to be a willingness to procrastinate, and by the 
use of enemata, catharties and opiates, to take 
a position of watchful waiting. This is unfor- 
tunate for the patient, as a patient with symp- 
toms apparently not serious for a period of 48 
or 72 hours may suddenly become toxie and 
beyond the help of surgical interference. 

Dr. Moynihan speaks of this condition as ‘one 
of the gravest and. most disastrous of emer- 
gencies.’’ Dr. Charles Mayo says, ‘‘I have not 
seen death oeceur as the result of unnecessary 
exploration. I have seen many patients saved 
and some die of disease, but many die solely be- 
cause exploration was done too late.’’ Dr. Mau- 
rice Richardson said, ‘‘Surgical intervention 1s 
indicated whenever an acute intestinal obstrue- 
tion is suspected. When the nature of the le- 
sion is beyond doubt, the favorable period of 
intervention has usually passed.’’ Dr. Finney is 
quoted as saying that he had rather be operated 
on for intestinal obstruction by a poor surgeon 
early, than by a good surgeon late. 

It has been the writer’s fortune to have had 
several cases of post-operative obstruction where 
early operation has given a happy outcome. It 
has also been his fortune to listen to the report 
of several cases where the obvious symptoms 
were not appreciated and the outcome was not so 
tavorable. 

With these instances in mind, it seems worth 
While to report the following two cases as ex- 
amples of what may be done for this complica- 
rie or as examples of what some patients will 
stand. 


Case I. H. S., age 10. December 5, 1925, the pa- 
tient was operated on by the writer for acute appen- 
dicitis of two days’ duration. A right rectus incision 
was made. On opening the peritoneum, foul sero- 
purulent fluid escaped. The perforated appendix was 
located and removed. A rubber tissue drain was 
inserted. 

The patient did well for five days, but then had 
‘ramps in the upper abdomen, during which the child 


screamed with pain. During the colic there was 
vomiting and visible and palpable peristalsis. 


A second operation was performed December 10, 
1925. <A high left rectus incision was made. On 
opening the peritoneum there was much clear serous 
fluid. The presenting small bowel was distended and 
injected. A jejunostomy, Witzel method, was per- 
formed. No attempt was made to free the adhesions 
causing obstruction, on account of drainage and fear 
of causing general peritonitis. The patient did well 
for seven days, at which time the tube came out, and 
as there had been no drainage for two days before 
its release, it was not replaced. Colic and vomiting 
returned and continued with increasing frequency 
for two days, when a third operation was done De- 
cember 19, 1925. The abdomen was opened by a low 
left rectus incision. On opening the peritoneum 
much clear fluid escaped as in the previous opera- 
tion. Obstruction was found at the site of the orig- 
inal operation. A distended proximal and collapsed 
distal bowel was found at this point. The adhesions 
were freed, after which the intestinal contents passed 
freely into the collapsed bowel. Although there was 
considerable oozing of blood, the abdomen was closed 
without drainage. The patient made an uneventful 
convalescence and was discharged to his home Janu- 
ary 6, 1926. 


Two weeks after discharge, he reéntered the hos- 
pital with a history of obstruction of two days’ dura- 
tion. The patient was toxic and dehydrated, suffer- 
ing acute paroxysmal abdominal pain with gurgling 
and amphoric peristalsis. A fourth operation was 
done January 20, 1926. A midline incision was made. 
On opening the peritoneum much free fluid escaped 
as in the previous operations. Obstruction was again 
seen at the site of the original operation, the adhe- 
sions causing acute angulation. The adhesions were 
freed with considerable difficulty, after which the 
intestinal contents passed freely by this area. The 
wound was closed without drain. The patient made 
an uneventful recovery and has been well to date. 


Case II. L. S., age 23. On August 2, 1926, the 
patient was operated on by another surgeon for 
chronic pelvic inflammation. No drain was inserted. | 
Following the operation, the patient had more or less 
continuous vomiting and elevation of temperature. 

At the end of two weeks, August 16, 1926, she was 

reoperated on by the same surgeon and the pelvis 

drained with a stiff rubber tube. No improvement . 
followed the sécond operation. The family was in- 

formed that the patient had general peritonitis and 
nothing further could be done. A change was made 
in attendance and the patient was seen by the writer 
five days after the second operation. The tempera- 
ture was 105, the pulse 140. The patient was toxic; 
there was continuous vomiting, severe pains in the 
upper abdomen and amphoric peristalsis. A diagno- 
sis of mechanical obstruction was made. A third 
operation was performed August 21, 1926. A high 
left rectus incision was made. On opening the peri- 
toneum much clear serous fluid was seen. A dis- 
tended and injected small bowel was presented. A 
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jejunostomy by the Witzel method was performed. 
On the following day a small loop of bowel protruded 
from the original incision, making another operation 
imperative. A fourth operation was done August 22, 


1926. The loop of bowel was cleaned, freed and re- 


placed in the ‘abdominal cavity. The loop was sub- 
cutaneous through the whole length of the original 
incision, the deeper layers of which had separated. 
When the loop was replaced in the abdominal cavity 
it was decided to attempt to free the obstruction. 
This was found to be at the site of the original oper- 
ation in the pelvis. The obstruction was freed with 


considerable difficulty. The wound was closed with 
through and through silkworm-gut sutures and a cig- 
arette drain inserted. The patient was in very poor 
condition after the operation. Eight ounces of 5% 
salt solution were given every six hours through the 
jejunostomy tube in an attempt to replace the loss 
of chlorides and to combat toxaemia. 

The patient developed a small faecal fistula at the 
upper angle of the original incision four days after 
the last operation. This closed spontaneously thir- 


teen days later and the patient was discharged to her 
home September 21, 1926. She has been well to date. 


CARDINAL PRINCIPLES OF CARDIAC DIAGNOSIS* 
BY WILLIAM D. REID, M.D. 


Heart disease has ranked first in the mortal- 
ity statistics of this country during the past few 
years. Accuracy in its diagnosis is, therefore. 
highly desirable. It is common experience, nev- 
ertheless, for those of us conducting cardiac clin- 
ics to find that in as many as one-third of the 
cases sent in, we are unable to confirm the diag- 
nosis of heart disease. Sir Thomas Lewis! goes 
even further in stating that three-quarters of 
the cases today diagnosed as cardiac are not 
cardiac. 

New light on affections of the heart may be 
said to have come by leaps and bounds during 
the past decade or so, and this has compelled 
a considerable recasting of our conceptions of 
these lesions. It is felt, therefore, that a brief 
review of some of the more important data per- 
taining to cardiae diagnosis may prove helpful 
to those whose work has not enabled them to 
keep up to date on these matters. 


THE RULE OF AGE 


It is a good rule to resist the diagnosis of 
heart disease in patients under forty years of 
age unless one or more of the chief reliable signs 
are present; in the elderly, the contrary is true. 


THE CHIEF RELIABLE SIGNS 


The chief reliable signs of heart disease are 
as follows: 


1. Distinct over-distension of the veins of the 
neck. 

2. <A precordial thrill, if a definite ‘‘purr’’; a 
slight vibration is insufficient. 

3. An unmistakable pericardial friction rub. 

4. A diastolic murmur at the apex or base. 
(Exceptions rare. ) 

d. An irregular rhythm, persisting after exer- 

cise, especially if the rate is, or reaches, 120 

or higher. 

Definite signs of enlargement of the heart. 

Expansile pulsation of the liver. 

Widespread arterial disease, or a persistent! 

blood pressure of 160 or above in a young 

individual, or of 180 or higher in the 

elderly. 


*From the Evans Memorial, and the Department of Medicine, 
Boston University School of Medicine. 


Some of these will bear a brief comment. 

Well-marked vascular phenomena of aortic 
insufficiency are almost as diagnostic as the 
diastolic murmur at the base. This is particu- 
larly true if on pressure on the artery a dias- 
tolie murmur (the Durosiez sign) is heard in 
addition to the systolic; the latter may be elic- 
ited in many normal individuals. The Traube 
sign, i. e., the doubled first sound audible with- 
out pressure over the large arteries, is a valuable 
but unfortunately a rare finding. 


In the determination of cardiae enlargement 
palpation of the character and location of the 
apex apical impulse is more valuable than the 
results of percussion. Care must be taken to 
exclude displacement of the cardiae impulse by 
ptosis of the heart or extra-cardiae pathology, 
such as pleural effusion, abdominal tumor, spinal 
curvature, ete. A comparison’ of clinical signs 
with postmortem findings shows that moderate 
degrees of cardiac enlargement are not de- 
tected with accuracy by our bedside methods; 
in doubtful cases resort to roentgen mensuration 
is most helpful. 

In irregular hearts, if the rate is 120 or high. 
er (the faster the more certain the diagnosis), 
or can be accelerated to this rate, while the 
rhythm remains irregular, fibrillation of the 
auricles is almost certainly present. This is 
sometimes termed ‘‘the rule of rate’’ and is of 


distinct value in the differential diagnosis of the . 


cardiac arrhythmias. Attention is drawn to the 
fact that because of the frequency of a pulse 
deficit (some of the beats not being represented 
in the peripheral pulse) these observations must 
be based upon auscultation of the precordia 
rather than by palpation of the peripheral pulse. 

In irregular rhythms, if there is a constant 
quickening of the heart rate during deep inspir- 
ation, auricular fibrillation is not present. If 
four or more of the heart beats are absolutely 
regular in time and force (a criterion of dom- 
inant rhythm), or, in other words, if the irregu- 
larity is not absolute, auricular fibrillation 
should not be diagnosed. 


A diastolic rumble, or, as many prefer to term 
it, a diastolic murmur and a diastolic thrill at 


the apex are the two best signs of mitral sten- 
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ois. The murmur is of low pitch, audible over 
the maximum impulse, and often detected only 
when the patient is in the recumbent posture. 
This murmur ean be noted to start at the time 
of opening of the mitral valve which is just after 
‘he second heart sound. Its name ‘‘middias- 
tolie’’ is not entirely accurate. 

As stated above, a thrill is a reliable sign of 


structural change in the heart only if it is a 


definite ‘‘purr’’; in such eases, however, it will 
be found that other unmistakable signs are pres- 
ent and the thrill is not necessary to establish 
the diagnosis of heart disease. I have never 
found a thrill to be of value in a doubtful case 
of heart disease. 

Pulsation of the liver is evidence of heart 
failure (i. e., broken compensation) of an ad- 
vaneed degree. Care must be taken to establish 
that the pulsation is truly expansile and not 
merely a forward thrust imparted to the liver 
by the underlying aorta. True pulsation of the 
liver is relatively uncommon but will be detected 
more frequently if the sign is properly sought 
for in conditions of marked stasis of the circu- 
lation. 

It should be noted that a presystolic murmur 
is not ineluded in the list of the chief reliable 
signs of heart disease. A true presystolic mur- 
mur is rare and there is a difference of opinion® 
about the crescendo murmur of early ventricular 
systole which is often held incorrectly to be pre- 
systolic. Such a murmur may be pre-sound but 
not necessarily presystolic. 


MINIMAL SYMPTOMS AND SIGNS 


Angina pectoris is a set of symptoms, or 
clinical syndrome, which must often be diag- 
nosed in the absence of any physical signs of 
structural change in the heart. Pain under the 
sternum with typical radiation to the shoulders. 
back, or arms, especially if present in attacks 
and closely associated with exertion, must never 
be treated too lightly. If physical signs be 
present, they are not due to angina pectoris 
but to the heart disease with which the anginal 
syndrome is associated. Angina pectoris is, 
perhaps, the only affection of the heart which 
must be diagnosed from the history or symptoms 
alone. The relief obtained by the rapidly acting 
vasodilators, such as nitroglycerine and amy! 
nitrite, goes far to confirm the diagnosis. 

A lessened exercise tolerance is at times of con- 
siderable importance. In elderly patients, even 
in the absenee of signs of structural change, a 
poor tolerance for exercise justifies the assump- 
Son that the heart is at fault until proven other- 
wise. In young individuals, however, without 
signs of definite enlargement of the heart, mi- 
‘ral stenosis, aortic disease, or auricular fibrilla- 
tion, a deficient exercise tolerance should rarely 
‘¢ attributed to the heart; tuberculosis or pyo- 
xenie infections should be suspected. It should 


be remembered that we as yet possess no test of 
cardiac efficiency that is reliable in all cases. 

An electrocardiogram showing impairment of 
conduction between the auricles and ventricles 
ot in the ventricular tissues, (namely, intra- 
ventricular or bundle branch block,) and small 
and abnormal complexes in all leads may, unless 
drug-induced, be considered evidence of disease 
of the myocardium. In some cases the electro- 
cardiogram may disclose such findings although 
the heart is normal to ordinary clinical examina. 
tion; suggestive symptoms are, however, rarely 
absent. 

The appearance of a systolic murmur over the 
apex in febrile conditions brings up the question 
of the presence or absence of infection of the 
heart, i. e., acute endocarditis. Clinicians are 
constantly seeking information that will make 
possible a prompt and reliable decision on this 
problem: Thayer‘ feels that the diagnosis of 
acute endocarditis or myocarditis may be made 
with considerable probability in instances of 
chorea where the temperature rises to 101° F. 
or higher. Experience shows that the chances 
of cardiac involvement are greater in acute artic- 
ular rheumatism the more often the attacks of 
the latter occur. In this disease an electrocar- 
diogram showing partial heart-block indicates 
that the heart muscle is affected. Some would 
say that the presence of acute rheumatic fever 
or chorea is prima facte evidence that the heart 
is involved. Regardless of the truth of this from 
an academic standpoint, involvement of the 
heart to the extent that may be recognized clin- 
ically often does not oceur. One may consider 
such cases as instances of ‘‘ potential heart dis- 
ease’’ and continue observation of the patient 
until the status of the heart is clear. While it 
is natural to desire some means of determining 
at an early stage and with certainty when the 
heart has become infected it does not appear that 
we have yet the means of doing so, and further- 
more, the matter loses some of its importance 
when it is realized that such cases must always 
be kept under treatment and at a subsequent 
date a much more reliable diagnosis of the con- 
dition of the heart can usually be made. 


Septic heart disease, perhaps better known .1s 
subacute bacterial endocarditis or under other 
names, may appear in the so-called silent form 
in which a heart murmur is absent. At times 
attention is first called to the heart by the results 
of emboli, such as the sudden appearance of 
blindness, hemiplegia, aphasia, acute abdominal 
or pulmonary symptoms, hematuria, petechiae, 
ete. Fever of irregular type, anemia, palpable 
spleen, painful and often swollen joints, and 
certain skin eruptions may be present. A posi- 
tive blood culture, usually the streptococcus viri- 
dans, is perhaps, the most important diagnostic — 
sign. Subacute bacterial endocarditis as a rule 
is superimposed upon a preéxisting heart affec- 
tion, such as chronic rheumatic heart disease, 
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and the physical signs of this are usually pres- 
ent. Though most often cardiac murmurs are 
present, in those cases in which they are absent 
the diagnosis must be made from the observa- 
tion of a sufficient number of these symptoms 
and signs, and the exclusion of other diagnoses. 


UNRELIABLE SYMPTOMS AND SIGNS 


There are many symptoms and signs which 
may be classed as unreliable ; though often pres- 
ent with organic cardiac disease they are so fre- 
quently associated with a heart that is normal, 
as proven by the subsequent course and at times 
by postmortem examination, that they may 
properly be termed unreliable evidence of heart 
disease. Some of these are: palpitation, sub- 
mammary pain, some degree of shortness of 
breath, dizziness, fainting, exhaustion, fatigue 
in the legs, ete.; the normal protodiastolic gal- 
lop—third sound—in the young, the unimport- 
ant systolic murmur in the pulmonic area, the 
frequent systolic murmurs at the apex in the re- 
cumbent and left lateral postures, the loud car- 
diorespiratory, inspiratory murmur, so often 
heard around into the back, respiratory arrhyth- 
mia, extrasystolic arrhythmia in the absence of 
other signs of cardiae abnormality, tachycardia 
of moderate degree and of inconstant rate, so- 
called ‘‘weak sounds,’’ crescendo quality of the 
first sound, split first sound, reduplicated second 
sound, accentuated pulmonic second sound, 
slight thrills, and cold, clammy hands. May we 
repeat that the above symptoms and signs are 
not of themselves reliable evidence of heart dis- 
ease; it would carry us too far afield to discuss 
them further in this paper. 


THE ETIOLOGIC TYPE OF HEART DISEASE 


In instances where the presence of heart dis- 
ease has been established it is highly desirable to 
carry the diagnosis further and determine the 
type—the type in which the etiology is expressed 
as far as it is known. Today heart affections are 
considered from the standpoint of (1) the causa- 
tion, (2) the structural change, and (3) the 
function. An outline of this so-called triple 
method of classification of data pertaining to the 
heart is as follows: 


I. Types of Heart Disease (Etiologic). 


. Rheumatic heart disease. 

. Septic heart disease. 

Cardiovascular syphilis. 

Senescent heart disease. 

Hypertensive heart disease. 

The heart in hyperthyroidism. 

. The heart in diphtheria. 

. Congenital heart disease. 

Effort syndrome: irritable heart (not true 
heart disease). 

. Rare conditions. (Tumors, rare infections, 

etc 


II. Structural Lesions. 
1. Endocardial. 
a. Insufficiency or stenosis (or both) of 
one or more valves. 
b. Intracardiac thrombi. 


2. Myocardial. 
a. Myocarditis. 
b. Enlargement (includes hypertrophy and 
dilation). 
ec. Axis deviation (ventricular preponder- 


ance). 
d. Septal defects (congenital). 
3. Pericardial. 
a. Acute fibrinous pericarditis. 
b. Pericardial effusion. 

(1) Serofibrinous. 

(2) Purulent. 

(3) Hydropericardium. 

c. Adhesive pericarditis (including the 
obliterative form). 
d. Pneumopericardium and_ other 
forms. 
4. Position of heart. 
a. Congenital dextrocardia. 
b. Acquired dextrocardia. 
5. Great vessels. 
a. Aorta. 

(1) Dilatation. 

(2) Aneurism. 

(3) Aortitis. 

(4) Congenital changes (cvarctation, 
transposition with pulmonary 
artery, etc.). 

b. Patent ductus arteriosus. 


rare 


III. The Functional Conditions. 


1. Heart failure (“broken compensation” ). 
a. Congestive type. 
b. Angina pectoris. 


2. The arrhythmias, or disordered heart action. 
a. Sinus arrhythmia. 
b. Sino-auricular block. 
ec. Atrio-ventricular rhythm and ventricu- 
lar excape. 
d. Premature beats (extrasystoles). 
(1) Auricular. 
(2) Ventricular. 
(3) Nodal. 
(4) Interpolated. 
e. Paroxysmal tachycardia. 
(1) Auricular. 
(2) Ventricular. 
(3) Nodal. 
f. Auricular flutter. 
g. Auricular fibrillation. 
h. Ventricular fibrillation. 
i. Heart-block. 
(1) Auriculo-ventricular. 
(2) Intraventricular (bundle-branch). 
j. Pulsus alternans. 
3. Ability to work. 
a. Able to carry on the patient’s usual 
activities. 
b. Able to carry on slightly to moderately 
curtailed activity. 
c. Able to carry on only greatly diminished 
activity. 
d. Unable to carry on any activity (with- 
out distress). 


A heart diagnosis is not complete until items 
from all three of the above columns are consid- 
ered. Examples: 1. Rheumatic heart disease 
(inactive), mitral stenosis and regurgitation, 
auricular fibrillation (able to carry on only 
greatly diminished activity). 2. Hypertensive 


heart disease, cardiac enlargement, pulsus alter- 
nans (unable to carry on any activity). 


_ The above arrangement of the data pertain- 
ing to ecardiae diagnosis, for which no claim of 
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originality is made, is perhaps the essential fea- 
ture of my book’,—the three major sections of 
which discuss the Type of Heart Disease, Func- 
tional Conditions, and Structural or Anatomical 
Lesions. This method of classification of cardiac 
aftections has recently gained much support by 
the publication of one very similar®, having the 
endorsement of the American Heart Association 

The value of this method of classification in 
eardiae diagnosis may be maintained on three 
vrounds. First, it emphasizes the cause of the 
heart disease and so indicates the need for 
etiologic therapy, as that of syphilis in cardio- 
vascular syphilis, ete. Second, in prognosis it 
is helpful in that our knowledge of cardiac path- 
ology and its tendency to progression or healing 
is vitally concerned with a recognition of the 
nature of the agent or conditions affecting the 
heart. And finally, the etiologic diagnosis is 
essential to any effective work on the prevention 
of heart disease. 3 

It is believed that the statement can be sus- 
tained that the diagnosis of cardiac disease ac- 
cording to the etiologic type is not less accur- 
ate, nor essentially more difficult, than the older 
system based upon the structural changes or 
anatomical lesions. 


MYOCARDITIS 


‘When in doubt call it myocarditis.”’ Such 
would seem to be the reasoning used in many In- 
stances in which this diagnosis is made. As 
commonly used, it may fairly be termed a 
‘‘wastebasket diagnosis.’’ I am unacquainted 
with any reliable criteria upon which to base 
myocarditis as a complete-clinical diagnosis. Ex- 
perience’? shows that this diagnosis should be 
made only after a careful study of the case and 
then there should be added, preferably in writ- 
ing, ‘‘of undetermined origin.’’ Such action 
will cause a sense of incompleteness and stimu- 
late further study, as a result of which a more 
accurate diagnosis will often be achieved. Those 


using the etiologic diagnosis described above will 


not be satisfied with a diagnosis solely of ‘‘myo- 
carditis. ’’ 


SUMMARY 


The rule of age. The diagnosis of heart dis- 
ease in patients under forty years is rarely jus- 
tifiable in the absence of one or more of the chief 
reliable signs; in the elderly the contrary is 
true. 

Chief reliable signs. <A list of these has been 
given in the text. 

Minimal symptoms and signs. A diagnosis of 
heart disease is indicated at times in spite of the 
lack of any of the above mentioned reliable signs. 
This applies to angina pectoris, certain electro- 
cardiograms, septic heart disease (subacute bae- 
trial endocarditis), and a diminished exercise 
tolerance in elderly patients. 

Unreliable symptoms and signs. Practically 
all symptoms and signs not mentioned above, 
though often associated with organic disease of 
the heart, are so frequently present with the 
normal heart that they are not of themselves 
reliable evidence of cardiac disease. 

Having determined the presence of heart dis- 
ease, it is necessary to carry the diagnosis fur- 
ther to the recognition of the type,—in which 
the etiology is expressed as far as is known. 
(Such a classification is given. ) 

There are no reliable criteria on which to base 
“‘myocarditis’’ as a complete clinical diagnosis. 
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A CASE OF AN ADRENAL ADENOMA 
BY JOSEPH MERRIAM, M.D., AND LAWRENCE W. SMITH, M.D. 


Tue following case, with the discussion of the 
pathological findings, seems to present features 
of sufficient interest to warrant reporting it. 


The patient was a married negress of twenty-four 
years of age, whose occupation was general house- 
maid. She was seen on December 18, 1925, and com- 
plained of having had a “lump” in her abdomen for 
two years. ‘ 


Her past history was essentially unimportant. Cat- 
amenia began when she was sixteen years old, and 
was regular for two years, then became somewhat 
irregular and of diminishing length and amount, and 
was accompanied by some pain. She had one preg- 


nancy about three years ago, which was terminated 
in a high forceps delivery. 


Since the birth of her child the patient was more 
irregular in menstruation than formerly, and began 
to have occasional attacks of abdominal discomfort 
accompanied by considerable distention, but she never 
had any acute illness, severe pain, vomiting or fever. 

Nearly two years ago, she noticed an asymmetry 
of her abdomen, and investigation at that time, she 
stated, revealed a lump in the left upper quadrant 
which has been present ever since, but which she 
says has varied somewhat from time to time in size. 
It gave her the sensation of something “moving about 
in her abdomen.” She also had occasional “burning 


sensations” in the region of “the lump.” 

The patient was a well developed, muscular negress, 
and, excepting for the above mentioned symptoms, 
was in excellent health. The examination of eyes, 
throat, head, lungs, heart, pelvis and extremities was 


4 
4 


136 


A CASE OF ADRENAL ADENOMA—MERRIAM AND SMITH _ Boston M. & S. Journal 


July 28, 1927 


negative. Her abdomen presented a distinctly visible 
asymmetry which was due to a mass in the left 
upper quadrant. This mass was about the size of 
a grape-fruit, and was round, hard, smooth, non- 
tender, and rather freely movable. It was about 
in the region of the spleen but could be pushed easily 
to the right of the mid-line and well down toward 
the right or left iliac fossa. The splenic dniness was 
apparently present while the tumor was pushed down. 
There was no connection by bi-manual examination 
with the uterus. The blood pressure was 130/80. 
The urine and blood were negative. X-ray examina- 
tion showed the shadow of the right kidney distinctly 
and in normal position, but the shadow of the left 
kidney was indistinct. 

Several conditions were considered in diagnosis 
and of these the following were thought to be the 
most probable: 


1. Ovarian cyst with a long pedicle. 

2. Polycystic kidney. 

She was admitted to the hospital on December 29, 
1925, for an exploratory laparotomy, which was done 
December 30, 1925. 


OPERATION 
Surgeon: Dr. James S. Stone. 
Anaesthesia: Ether. 


A mid-line incision was made and extended upwards 
to the left of the umbilicus. The tumor was found 
to be retroperitoneal, and apparently connected to the 
lett kidney. It was cystic in nature and completely 
encapsulated. The peritoneal coats were separated 
and peeled back and the cyst delivered. It was found 
to arise from a small kidney and the pedicle extended 
down into the kidney substance. The entire cyst 
was removed by separating it from the kidney, which 
then lay open from end to end. This was held to 
prevent bleeding and sutured together with chromic 
gut. The peritoneal coats were then folded in and 
held with a purse string cat-gut suture. The abdo- 
men was closed in layers with chromic gut without 
drainage. 


The patient made an uneventful recovery from 
operation, and her convalescence was in every way 
normal. She was discharged from the hospital in 
good condition on January 16, 1926, and returned 
to work on February 1, and has been in perfect health 
since. 


The patient had this tumor for many months 


and there had been no great change in symptoms 
from the time when it was first noticed. It was 
not increasing in size, and, beyond giving a few 
transient mechanical symptoms, in no way af- 
fected the patient’s general health. The diag- 
nosis presented many possibilities. The tumor lay 
in a position to suggest at first an enlarged 
spleen, but it was rather too rounded and was 
accompanied by no general symptoms, no blood 
changes, and was independent apparently of 
normal splenic dulness. The unchanging symp- 
toms and menstrual history were consistent with 
ovarian cyst, and the character of the tumor on 
palpation was very suggestive of this, but ex- 
cept when pushed down, it was an upper abdom- 
inal tumor and consequently from this point of 
view not as suggestive. The X-ray and the loca- 
tion both suggested polycystic kidney, but it 
was distinctly superficial by palpation and felt 
much more as though it were intra-abdominal 
rather than retroperitoneal. The clinical pic- 
ture, which on the whole was not consistent with 


any of the common abdominal tumors, becomes 
particularly interesting in consideration of the 
unusual type of tumor which the pathological 
examination revealed it to be. 


PATHOLOGICAL REPORT 


The pathological specimen consists of an almost 
spherical tumor measuring 12 cm. in diameter. This 
has a perfectly definite connective tissue capsule, 
to one side of which is adherent a small fragment 
of kidney tissue. The tumor is fluctuant; on incision 
it presents a multiloculated appearance. These cystic 
areas are very irregular in outline, tending to be 
somewhat elongated rather than spherical, and differ 
greatly in their contents. Some of them are filled 
with almost clear serous fluid, others contain a rather 
grumous material which appears necrotic and yellow- 
ish in color. Other areas are filled with hemorrhagic 
material which varies considerably in color, suggest- 
ing different degrees of change of the hemoglobin 
to the simpler blood pigments. Some of the areas 


FIGURE 1. Photograph of gross specimen. Cross section. 
Note the cystic appearance of the tumor, resembling a multi- 
lobulated cystic tumor of the ovary. 


are much more solid in consistency and are made up 
of a definite tissue which has a delicate connective 
tissue stroma and is distinctly yellow in color. These 
areas suggest the possibility of an adrenal origin 
for the tumor, but they are so few in number and 
so small in size that this possibility seems very slight. 
The general appearance of the tumor would suggest 
an atypical developmental lesion similar to the con- 
genital cystic kidneys, but apparently restricted to 
a single group of embryological tubular structures. 
From its gross appearance, one might expect to find 
almost any type of renal epithelium. The gross 
appearance of the specimen, however, suggests defi- 
nitely a benign type of tumor. 

Microscopic Examination—The sections from differ- 
ent portions of the tumor all show the same general 
structure. The tumor apparently represents one of 
those adrenal adenomas which is undergoing exten- 
sive necrosis, hemorrhage, aud cystic degeneration. 
It is definitely encapsulated, as seen under the micro- 
scope. The various cystic areas show no tendency 
to be lined by epithelium of renal origin, but the 
walls rather are composed of connective tissue, which 


4 
2 
i >, 
‘ 
a fy 
Ly 
‘ 
t 
i 
| 
‘ 
3 
4 
> 


Volume 197 
Number 4 


A CASE OF ADRENAL ADENOMA—MERRIAM AND SMITH 


137 


in places is flattened and compressed enough to give 
a relatively smooth surface. The cells are charac- 
teristic in appearance where they are found in the 
solid portions of the tumor. They are large, poly- 
hedral in form, and present the typical vacuolization 
of adrenal cortical epithelium. They are arranged 
in massive sheets and trabeculae, with here and there 
some tendency toward cord formation as seen in the 
adrenal. A few areas are found where a suggestion 
of alveolar arrangement is noted, although no definite 


aa 


FIGURE 2. Low power ‘photomicrograph. Leitz 16 mm. 


objective, No. 2 ocular. Section includes portion of capsule and 
atrophic kidney tissue. Shows the typical arrangement of the 
cells in massive sheets with little or no tendency toward lumen 
formation or papillary proliferation. 


FIGURE 3. igh power. Leitz 4 mm, objective, No. 4 ocular. 
lllustrates the typical morphology; large cells with foamy, finely 
vacuolated cytoplasm and characteristic nuclei. 


lumina are seen. There is a delicate connective tis- 
sue stroma which heightens this alveolar appearance 
in portions of the specimen. The tumor corresponds 
to one of the simple adrenal adenomata of a rela- 
tively benign type which tend to remain localized. 
and which relatively infrequently metastasize. The 
prognosis in such a case should be excellent. 
Diagnosis—Adrenal adenoma. 


DISCUSSION 


Tumors of adrenal rest origin are relatively 
common in the literature since the original pub- 
lication in 1883 by Grawitz of a group of these 
tumors. Since that time, however, it has become 
increasingly evident that a great many of the 
tumors which we thought to be of adrenal cell 
origin were more properly included under the 
renal adenocareinomata of one or another type. 
Accordingly, the number of true adrenal tumors 
is very much less numerous than supposed. Of 


this group, the adrenal adenoma is one of the less 
frequently found. This particular case seems 
to offer little difficulty of classification. It pre- 
sents the anatomical features commonly attrib- 
uted to Grawitz tumors, of being a large well 
circumscribed tumor, prone to hemorrhage, ne- 
crosis, and cyst formation, and being of a yel- 
lowish color. The fibrous stroma of the tumor 
suggesting the central core was even present in 
this case, although somewhat obscured by the 
marked cystic degeneration of the parenchyma. 


The structure of the cells offers very little op- 
portunity for dispute. They present the char- 
acteristic features of a foamy granular cyto- 
plasm which is finely vacuolated and filled with 
lipoid substances. Another diagnostic feature is 
the fact that there is no tendency toward papil- 
lary proliferation of the epithelium. This is 
one of the strong arguments advanced by Stoerk, 
as a differential feature in distinguishing the 
adrenal from the renal tumors. Similarly, the 
relative lack of true alveolar formation and 
lumina, is strong additional evidence of its 
adrenal origin as being unlike the renal tumors, 
in which the epithelial cells frequently simulate 
those of adrenal origin, but in which the devel- 
opment of lumina is prominent. 


SUMMARY 


A case of adrenal adenoma presenting some- 
what unusual symptomatology and pathological 
features is presented, with a brief discussion of 
the theoretical differential diagnosis, both clin- 
ically and pathologically. 


STUDYING MOSQUITO CONTROL 


Science reports that Colonel S. P. James, 
M.D., of England, and Professor N. H. Swellen- 
grebel, of Holland, interchange observers of the 
Malaria Commission of the Health Secretariat of 
the League of Nations, are visiting the United 
States to inspect mosquito eradication and con- 
trol methods. Accompanying them in their visit 
to the southern areas of the United States is 
Colonel F. F. Russell, U. S. Army, retired. 
Colonel Russell is now affiliated with the Inter- 
national Health Board. 

The United States, according to Surgeon Gen- 
eral Cumming, is recognized as the country fore- 
most in developing malaria control measures, one 
of the latest methods employed by the Public 
Health Service being the use of airplanes in 
spraying a potent mixture of Paris green over 
marshy areas that are breeding grounds for 
mosquitoes. 

Colonel James and Professor Swellengrebel ex- 
pect to introduce practical methods into Euro- 
pean countries, and will endeavor to advise 
health authorities in this country on the pro- 
cedures employed in Europe. 
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CASE 13301 


CHRONIC FEVER WITHOUT LOCAL 
SYMPTOMS 


MepicaL DEPARTMENT 


A married Seotch-American woman of twenty- 
six entered February 7 complaining of dyspnea, 
palpitation, precordial pain, fatigue and weak- 
ness, all severe for the past four and a half 
months. 

Until thirteen years before admission she was 
in excellent health. Then she had an attack of 
searlet fever followed by rheumatic fever which 
kept her in bed most of the time for four months. 
For the next three years she had dyspnea on 
moderate exertion and was treated in a hospital 
out-patient department about once in two weeks. 
She came to the Massachusetts General Hospital 
Out-Patient Clinie once nine years before admis- 
sion, complaining of vomiting, fever, sore throat 
and chills. Examination at that time showed 
the tonsils swollen, a membranous patch on the 
right tonsil, heart borders 10.5 centimeters to the 
left, 4 to the right, a loud blowing systolic mur- 
mur heard all over the precordia and the back, 
pulmonie second sound markedly accentuated. 
Streptococci were found in a throat culture. A 
few weeks later she entered another hospital 
where she was treated for two months with great 
improvement. For the next three years she felt 
well and was only slightly dyspneie. Five years 
before admission she married and soon after- 
wards became pregnant. She had a stormy 
pregnancy. At four months she made a second 
visit to the Out-Patient Department of this hos- 
pital complaining of dyspnea, palpitation, rapid 
heart and precordial pain, also of a sudden 
‘*bilious attack’’ a month before admission with 
severe nausea and vomiting, pain over the whole 
abdomen, marked tenderness in the right lower 
quadrant and high fever. This attack lasted a 
day. For six weeks she had had periods of diz- 
ziness, especially when nauseated. For some 
months she had been constipated. Examination 
showed the apex impulse of the heart forcible 
and heaving in the fifth space 7.5 centimeters to 
the left of the midsternum. Rhythm regular. A 
rumbling apical diastolic murmur ending in a 
forcible first sound followed by a long systolie 
murmur which masked the first sound. Pul- 
monie second sound sharp and redupliecated. In 


spite of prenatal care at the Lving-in-Hospital 


she gave birth at home with a very hard labor 
lasting two days. She was exhausted for weeks 
and afterwards felt weak and tired even on 
moderate exertion. She was troubled with econ- 
stipation at times. She kept quiet but did her 
housework and had no precordial pain or un- 
usual rapidity. The dyspnea and weakness be- 
came more marked a year and a half before ad- 
mission, when her mother died, and still worse 
when her brother died nine months before ad- 
mission. Her catamenia had been irregular for 
a year. For the past few months she had had 
slight dizziness and blurring of vision at times. 
She sometimes urinated once at night. She had 
had oceasional night sweats. For six months she 
had had gas attacks and for three months slight 
nausea. Four and a half months before admis- 
sion there was a definite change. She became 
more dyspneic, weaker and had fever for days 
with a remission of a day or two. There was 
pain over the entire precordium, worse on mod- 
erate exertion, radiating to the left axilla, with 
a feeling of pressure over the heart. Her heart 
became rapid. She felt exhausted at times and 
spent most of the time in bed. Three months 
before admission she felt worse and went to a 
hospital where she remained two months. Dur- 
ing her stay she had a severe sore throat. She 
left against hospital orders while she still had 
fever. Since leaving the hospital her symptoms 
had remained the same, with intermittent fever, 
the last feverish feeling three days before admis- 
sion to the hospital. Her bowels had been very 
constipated. For a month or more she had had 
dull pain at the left of her stomach, almost con- 
stant by day, without relation to eating. For 
two or three weeks recently she had a large flat, 
very firm swelling in the palm of her right hand. 
At admission there were no traces of it, but she 
had pain in the fingertips. For the past four 
days she had felt well. Nine months ago she 
weighed 135 pounds, her best weight. It had 
gradually dropped to 10314. 

Her mother had chronic rheumatism. 

Clinical examination showed a fairly well de- 
veloped and nourished, pale girl with flushed 
cheeks lying flat in bed in no apparent discom- 
fort. The tongue showed several denuded areas, 
‘‘veographical type.’’ The apex of the left lung 
was dull to percussion in front below the clavicle. 
Apex impulse of the heart tremendously for- 
cible ; an impulse could be felt in each interspace 
on the left. Apex did not seem to shift. Def- 
inite thrill. Heart enlarged in both directions, 
—left border 11 centimeters, midelavicle 7.5, 
right border 4, supracardiae dullness 6. Loud 
harsh high-pitched systolic murmur at the apex 
transmitted everywhere, including the entire 
back. At the aortic area a low-pitched systolic, 
not transmitted. No diastolic murmur any- 
where even after exercise. Blood pressure 
105/65 to 115/58 to 100/55. Electrocardiogram 
showed normal rhythm, rate 80, intraventricular 
block. Abdomen tender in the left upper quad- 
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rant. Spleen easily palpable, tender. Vaginal] the less we get out of the strength of second 
examination showed the uterus retroverted.|sounds. But the reduplication of second sounds, 


‘Tips of left thumb and forefinger showed 
petechiae. Reflexes normal. 

(rine normal in amount, cloudy at 5 of 13 
examinations, alkaline at 2, the slightest possible 
trace of albumin at 3, slightest possible trace of 
sugar at one, specific gravity 1.010 to 1.020, 0 to 
” red blood corpuscles at 4 sediment examina- 
tions, 1 to 10 leucocytes at 9. Renal function 
40 per cent. Blood: 8,050 to 11,150 leucocytes, 
polynuclears 68 to 57 per cent., hemoglobin 70 
to 80 per eent., reds 4,210,000 to 3,850,000, slight 
to moderate achromia in three smears, no other 
abnormalities; no endothelial phagocytes found. 
Wassermann negative. 

T. 98.1° to 101.8° with daily afternoon rise ; 
after February 19 not above 100.9°. P. 77 to 
119. Respirations normal. 

The patient complained of epigastric pain and 
distress somewhat relieved by soda. February 
10 with the patient lying forward a low-pitehed 
rumble was heard just inside the apex impulse 
occupying the second half of diastole, heard only 
with a bell chest piece. The patient complained 
a great deal that day of ‘‘gas on the stomach.’’ 
The following day the presystolie was not heard 
in any position, and the patient felt much better. 
An hour after the last note Dr. White said that 
a diastolic murmur was very evident. 

The night of February 13 the patient com- 
plained of much pain in the muscles of the left 
thigh. There was nothing to show for it. 

She remained in practically unchanged condi- 
tion for the next ten days, with no complaints 
until February 25, when she had aching pain 
with tenderness behind the lateral malleolus of 
the right foot. 

DIscussION 


BY RICHARD C. CABOT, M.D. 


1. The heart is quite large for a person of 
her age. In the first examination we read: 
‘‘Loud blowing systolic murmur’’ and ‘‘Pul- 
monie second sound markedly accentuated.’’ 
That is just the sort of heart examination that 
people are always recording and that may occa- 
sionally be true. But the chances are very great 
that if you and I had been there we would have 
heard something more, a middiastolie or presys- 
tolie murmur also. The murmurs that are 
much more significant diagnostically are not 
heard unless you are listening for them. I am 
asking myself whether this examination is com- 
plete or not. 

2. In aman pain and fever would make vou 
think a good deal more of appendicitis. You 


have to be much more cautious with pain and 
fever in a woman. It is generally something 
else, 

3. ‘‘Pulmonie second sound sharp and re- 
dunlieated.’’ (Second examination.) The redu- 
plication is worth very much more diagnostically 
than the sharpness. 


The more we study hearts 


especially in this region, does help in the diag- 
nosis of mitral stenosis, which this case suggests. 

4. ‘‘She had had occasional night sweats.’’ 
That is the first thing to make us wonder if this 
case is one of acute or a subacute endocarditis. 

d. ‘She became more dyspneie, weaker, and 
had fever for days with a remission of a day or 
two.’’ That again suggests acute endocarditis. 

6. The pain over the precordium of course 
makes us think of pericarditis, which might also 
account for the fever and the night sweats. I do 
not think we have pain from acute endocarditis. 

7. Pain in the fingertips always makes us 
think of the little emboli that come there with 
subacute endoearditis. 

8. ‘‘Tongue showed several denuded areas, 
‘geographical type’.’’ So far as I know that 
means nothing clinically. 

9. ‘*The left apex was dull to percussion in 
front below the clavicle.’’ That may be peri- 
carditis with effusion. It often gives dullness at 


that point. 


10. ‘‘ Apex did not seem to shift.’ They are 
looking for evidence of adherent pericardium, 
but that is a worthless and unreliable sign. The 
apex often does not seem to shift, but post mor- 
tem the heart is free; or it does shift and you — 
often find pericarditis! 

11. There was a definite thrill. What more 
should we have asked if we had been there? 

A Stupent: The kind and where. 

Dr. Cazor: ‘‘ Loud harsh high-pitched systolic 
murmur at the apex.’’ That is probably where 
the thrill was. Thrill is generally over the 
loudest murmur. 

I am rather surprised that there are so few 
leucocytes in the blood. We cannot say that 
there is a leucocytosis there. 

12. No endothelial phagocytes were found. 
Why did they look for them ? 

A StupEent: They are thinking of acute endo- 
earditis. 

Dr. Casor: Yes. We have found them in this 
hospital more often in the blood in subacute 
endocarditis than in any other condition. So it 
has become a tradition to look for them. We 
generally do not find them. 

13. Have we the temperature chart? 

Dr. Tracy B. Matsory: It is the picket-fence, 
septic type of temperature. 

14. Dr. Casor: ‘‘February 10 with the pa- 
tient lying forward a low pitched rumble was 
heard just inside the apex impulse occupying the 
second half of diastole, heard only with a bell 
chest piece.’’ They are going after it eagerly. 
It should be there. They have made the patient 
shift position so as to bring it out. The bell- 
shaped chest piece is that of the old-fashioned 
stethoscope. It is always the best for mid- 
diastolic and presystolie murmurs, especially 
presystolic, because they are lower pitched. We 
have worked that out with the stethophone here. 
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Low pitched murmurs are much more often pre- 
systolic, more than any other, and those are the 
ones you hear best with the bell of the stetho- 
scope. 

15, ‘“An hour after the last note Dr. Paul D. 
White said that a diastolic murmur was very 
evident.’’ So you see it makes considerable dif- 
ference who listens. Of course diastolic is the 
same as presystolic when you are talking about 
a ease like this. 


DIFFERENTIAL DIAGNOSIS 


We can make but one diagnosis. What we 
have is a history of rheumatic fever in a young 
girl, followed by increasing cardiac symptoms, 
with the physical signs of mitral stenosis going 
on for years. Then lately we have an additional 
set of symptoms, sweats, fever, petechiae on the 
fingers, with tenderness or pain, and then this 
pain in the thigh unexplained, but which might 
perfectly well go with emboli. Did you notice 
what is left out of the record, probably ? 

A Srupent: The blood culture. 

Dr. Casot: Yes. That is what we should like 
to know about. If it were positive and the case 
had come to necropsy the heart would probably 
show mitral stenosis, an old process, and on top 
of it vegetations of the acute or subacute type. 
It seems that this is enough to account for every- 
thing without looking elsewhere. 

Did she have pericarditis? It is very pos- 
sible. There is no way of proving it one way or 
the other. She had pain and a big heart, which 
often go with chronic pericarditis, and that is 
all we can say. 

BLOOD CULTURES 


Dr. MAtuory: What is your guess as to what 
the blood culture showed ? 

STupDENT: Streptococcus. Negative. Strepto- 
coceus viridans. | 

Dr. Matnory: What do you think would be 
the most likely ? 

A SrupENT: Streptococcus viridans. 

Dr. MAtutory: What is the second ? 

A StTuDENT: Gonococcus. 

Dr. Mauuory: Yes, and I think Dr. Cabot will 
bear me out in this statement. You expect strep- 
tococcus if the lesion is on the mitral valve. If 
it is on the aortie valve the odds are still on 
streptococcus, but the chance of gonococeus be- 
ing found is much better. The patient did show 
streptococcus viridans cultures consistently. We 
had six flasks in all, taken at three different 
times, and never failed to recover the streptococ- 
cus viridans at any time. 

Dr. Casot: Is there any additional history 
that shows more evidence of emboli? 

Dr. Matuory: I think not. This brings it 
pretty well up to date. 


DIAGNOSIS 


Rheumatic heart disease, chronic. 
stenosis. 
Subacute bacterial endocarditis. 


Mitral 


CASE 13302 
AN UNUSUAL CASE OF ‘‘VISCERAL 
CRISIS’’ 


NEUROLOGICAL DEPARTMENT 


A woman of thirty was brought to the Emer- 
gency Ward August 30. She stayed overnight 
in the ward. She had some fever. Next morn- 
ing she was sent to the Nerve Out-Patient De- 
partment with a diagnosis of visceral crisis. 

The only history was obtained in the Nerve 
Room. For four years she had had shooting 
pains in her legs at times. For a year she had 
had periodic attacks of vomiting lasting two 
weeks. During the year she had lost thirty 
pounds. Her feet and hands were numb. The 
day before admission she had difficulty in speech, 
was unable to say what she wanted to. There 
had been no sphincter disturbance. Examina- 
tion showed tremor of the lips at times. 

She gave a past history of scarlet fever and 
frequent sore throats. She had had marked 
scoliosis since a fall in childhood. 

She was sent that day to the wards. 

Clinical examination showed a much emaciat- 
ed woman, semistuporous, but becoming quite 
violent when irritated. She was mentally con- 
fused and her speech was incoherent. The skin 
was dry and hot. There was a suggestion of 
right facial paresis. The spine showed marked 
left upper dorsal, right lower dorsal and left 
lumbar scoliosis with accompanying chest de- 
formity. The left chest was flattened. The 
scapulae were angel-wing, more marked on the 
right. The lungs were clear and resonant. The 
apex impulse of the heart was felt in the fifth 
interspace 6 centimeters from the left of mid- 
sternum. The heart showed occasional extra- 
systoles and a loud rough middiastolie murmur 
over the apical area. Blood pressure 128/85. 
There was rather marked rigidity of the joints 
of the extremities. Right pupil smaller than 
left. Both dilated and slightly irregular. Right 
reacted sluggishly to light, left not at all. Ac- 
commodation not tested. Fundi normal. Biceps 
and triceps reflexes not well elicited owing to the 
patient’s condition. Pronators normal and 
equal. Knee-jerks and ankle-jerks absent both 
in the ward and in the Emergency Ward. No 
true Babinski, although there was a suggestion 
in the left foot, and no true Romberg, although 
there was some swaying in the Emergency 
Ward. 

Amount of urine not recorded, cloudy at all 
of three examinations, specific gravity 1.015 to 
1.020. A catheter specimen showed diacetie acid, 
much acetone, sediment 2 to 5 leucocytes and 20 
to 30 red blood cells per high power field. Cul- 
ture from this specimen showed a slight growth 
of colon-like bacilli. Blood normal except for 
84 per cent. polynuclears. Blood Wassermann 
negative. 


| 
“ny 


Volume 197 


Number 4 


CABOT CASE RECORDS 


141 


A lumbar puncture in the Emergency Ward 
showed initial pressure 260, dynamics normal, 
fluid clear and colorless, ammonium sulphate 
strongly positive, alcohol positive, Wassermann 
negative, 72 cells, total protein 110, goldsol 
0123211000. 

Temperature 99° to 104°, rectal; pulse 87 to 
160, respirations 20 to 40. 

A medical consultant could find no pathology 
outside the spine. 

September 1 another lumbar puncture was 
done. The canal was entered between the fourth 
and fifth lumbar vertebrae. 25 cubic centimeters 
of clear colorless fluid was removed, initial pres- 
sure 275, dynamics normal, 15 cells, aleohol and 
ammonium sulphate positive, total protein 190, 
goldsol 1233320000, Wassermann strongly posi- 
tive, sugar 41, chlorides 644. No tubercle bacil- 
li found in sediment. 

September 2 a firm rounded mass somewhat 
larger than a golf ball was felt in the abdomen 
just to the left of the umbilicus, freely movable 
upward, not connected with the bladder. The 
neck was slightly stiff. 

September 6 a third lumbar puncture gave 40 
cubie centimeters of clear fluid, initial pressure 
400, dynamics normal, 138 cells, aleohol and am- 


monium sulphate positive, total protein 138, 
goldsol 0123434110, Wassermann strongly posi- 


tive, sugar not done, chloride 605, culture no 
growth. | 
September 8 the patient died. 


DISCUSSION 
BY CLYDE MARSHALL, M.D. 


Before discussing the case and in line with 
the traditions of this clinic I should like to say 
that I am aware of one of the diagnoses made 
by the pathologist, but only one, and that one is 
practically as certain clinically as it was ana- 
tomiecally. 
sounds like neurosyphilis and possibly 
abes. 

I should like to know what that difficulty of 
speech was. Was it a question of dysarthria? 
Is it aphasia, where she is simply unable to get 
out the words that she wants, or is it simply 
confusion and ineoherency ? 

Miss Painter: All that is said is that ‘‘she 
could not say what she wanted.’’ 

Dr. MarsHatL: Everything in the physical 
examination would be consistent, probably, with 
neurosyphilis, not necessarily with tabes. She 
1s stuporous and confused, which suggests that 
we may be dealing with taboparesis. 

The goldsol is the first suggestion that all is 
not well with the diagnosis of neurosyphilis. The 
spinal fluid as given is not consistent with pare- 
sis. It is consistent with tabes or syphilis of 
meningovascular type. But to make a diag- 
nosis of paresis we must have the whole five of 


the spinal fluid tests positive. We have, with 
an increased cell count, increased protein, a 
positive Wassermann, a paretic gold curve, and 
a globular ring. It is practically invariable, I 
think, that unless we have these five we are un- 
able to make a diagnosis of paresis. So that we 
shall have to look elsewhere for her condition of 
stupor and confusion. 

Has she a meningovascular syphilis? The 
spinal fluid is consistent. The negative Wasser- 
mann does not trouble us much, but she is not 
likely to be comatose with only seventy-two cells. 

In the second lumbar puncture the additional 
data of sugar and chlorides throws an entirely 
different light on the situation. It is still in- 
consistent with paresis, and also with syphilitic 
meningitis with coma, as we have only fifteen 
cells. The sugar is low, 41 milligrams per 100 
cubic centimeters, and that can mean only one 
type of condition,—meningitis. It rules out 
other infections of the nervous system such as 
poliomyelitis, encephalitis, brain abscess or sinus 
thrombosis. All these would have a normal or 
high sugar. The chlorides are also low. Normal 
spinal fluid chloride is 720 to 750 milligrams 
NaCl per 100 cubic centimeters. Low chloride 
occurs chiefly in meningitis. It can occur in 
poliomyelitis, which however does not come up 
here, and could be otherwise ruled out by the 
sugar. So these two findings point toward the 
diagnosis of meningitis of some sort, of which no 
previous indications are given in the history. It 
is true she has had some ‘‘rigidity of the joints 
of the extremities.’’ It does not mention par- 
ticularly a Kernig or head retraction. But 
nevertheless a spinal fluid such as stated could 
mean meningitis of some sort and nothing else. 
It however leaves doubt as to whether she could 
have had a previous syphilitic condition. _ 

The findings in the last lumbar puncture were 
essentially the same as those in the other except 
that the chlorides have gone lower this time, to 
605. They go as low as that with practically 
nothing except tuberculous meningitis. <A 
chloride of 605 is practically pathognomonic of 
that condition. 

Dr. JoseEPH C. AUB: 
know what the cells are? 

Miss Painter: The differential count is not 

given. 
Dr. MarsHAuu: [ think it would help us very 
much; but with a chloride of 605 we are nearly 
safe in making a diagnosis of tuberculosis. It 
is not entirely safe. We can get it in other 
types of meningitis rarely, but certainly not 
with a cell count of 138. 

The question of syphilis has to be considered 
on the clinical history. She had four years of 
shooting pains in the legs, also of vomiting, 
which is suggestive of visceral crisis, which diag- 
nosis was made in the wards. I think it is high- 
ly probable, although we have no more data than 
that, to assume that she did have central ner- 


Wouldn’t you like to 
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vous system lues. The Wassermann in the spinal 
fluid would suggest it, but in the presence of 
meningitis, and with a positive blood Wasser- 
mann, one is not absolutely safe in saying 
neurosyphilis; because according to Greenfield, 
with a meningitis and a positive blood Wasser- 
mann, the blood Wassermann may spill over into 
the spinal fluid and give a positive Wassermann 
without definite evidence of neurosyphilis. In 
this case we have only the blood Wassermann re- 
port, which is negative. Hence with the meager 
history we can only say we think she may 
have it. 

I think we can make a diagnosis of tubercu- 
lous meningitis, most probably also tabes. The 
question of the heart is hardly within my field. 
She has a rough middiastolie murmur, with a 
history of fever and sore throat. Are we entitled 
to make a diagnosis of mitral stenosis on that? 

Dr. Aus: It is a very small heart. 

Dr. MarsHaLL: The question of the golf ball 
inside the abdomen is entirely beyond me also. 
From a neurological point of view we would say 
tuberculous meningitis, probably neurosyphilis, 
and if so probably of tabetic type. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD ) 


Meningitis, tuberculous. 
Pulmonary tuberculosis. 


DR. CLYDE MARSHALL’S DIAGNOSIS 


Tuberculous meningitis. — 
Probable tabes. 


ANATOMIC DIAGNOSES 
1. Primary fatal lesions. 


Tuberculous meningitis. 
Tuberculosis of the lungs. 
Miliary tubercles of liver and kidney. 


2. Secondary or terminal lesions. 


Central necrosis of liver. 
Tuberculous ulcers of cecum. 


3. Historical landmarks. 


Scoliosis. 


Dr. MAuutory: One point that is not brought 
out very well in the physical examination, it 
seemed to me, was the woman’s extreme emacia- 
tion. The circumference of the thigh at its 
greatest point was only twenty-four centimeters. 
The arms were so thin that a child could have 
encircled them with its fingers. There was also 
an extreme scoliosis. 

The lungs showed a few quite small caseous 
areas, and also a few older calcified ones. The 
bronchial glands showed an occasional calcified 
spot. The heart weighed 200 grams. The meas- 


urements of the valves were normal, but the mi- 
tral valve showed very definite thickening along 
the margins, and also some thickening of the 
chordae tendineae, I think sufficient to give the 
murmurs recorded in the history, but probably 
causing no symptoms, and its small size was due 
to the general extreme emaciation of the patient. 

The liver was also very small, weighing only 
850 grams. Section of the inferior surface 
showed numerous miliary pinkish white foci. 
The kidneys showed one fair sized caseous area 
four millimeters in diameter. The most impor- 
tant tuberculous focus, other than the acute ter- 
minal miliary condition, was a fairly large tu- 
berculous ulcer of the cecum, evidently of quite 
long duration, as the lymph nodes immediately 
draining that area showed evidence of involve- 
ment of months’ to perhaps years’ duration. 

The meninges showed a very fine sowing with 
minute tubercles, particularly in the arachnoid 
over the superior surfaces of the temporal lobes. 
It was still extremely early meningitis, but there 
is no question of the diagnosis. The main part 
of the brain has not. been sectioned, so that we 
have no proof whether there was neurosyphilis 
or not. 

A PHYSICIAN: 
Icwer abdomen ? 

Dr. MAuLory : 

A PHYSICIAN: 
vertebrae ? 

Dr. Mauutory: That was what we naturally 
guessed, but cross sections of the lumbar verte- 
brae did not show any old areas there. I think 
that the scoliosis must have been postural and 
not tuberculous. 

A Puysician: Doesn’t tuberculous meningi- 
tis give a positive Wassermann ? 

Dr. Matuory: I think that the Wassermann 
is extremely unreliable in any case of meningi- 
tis. I have seen it positive a great many times 
when I did not think there was any evidence of 
syphilis. 

Dr. MarsHaLL: Without the best history of 
syphilis I should certainly discount a positive 
Wassermann practically entirely in the presence 
of meningitis. 


What was the mass in the 


_ There was none. 
Were there any foci in the 


GOOD TREATMENT FOR DOCTORS AND 
DRUGGISTS 


PROHIBITION administrators are not expected 
“‘to practice medicine or pharmacy,’’ and the 
policy of the Administration in charge of Vol- 
stead law enforcement will be to treat doctors 
and druggists as their responsible professions en- 
title them to be treated, Dr. J. M. Doran, the 
new prohibition commissioner, told the admin- 
istrators at the session of their ‘‘tighten up’’ 
conference.—New York Times. 
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THE MALIGNED THYMUS 


THE thymus gland and its persistence in hy- 
pertrophy in infants, the part it plays in causing 
deaths of spectacular and dramatic suddenness, 
and its relationship to that will 0’ the wisp of 
pediatric pathology, status lymphaticus, has fig- 
ured largely in pediatric practice during recent 
years. The occasional demonstration of a stymic 
shadow by the X-ray has increased this interest 
to a point where failure to X-ray the peurile 
chest before operation has, in some circles, al- 
most reached the point of constituting malprac- 
tice. 

The interesting part of this anti-thymic zeal 
lies in the fact that no scientifically acceptable 
evidence has ever been presented to show that 
an enlarged or persistent thymus ever figured 
in an operative death, or that status lymphaticus 
is actually a status at all. In the midst of the 
precipitate and voluble conclusions that have 
been reached concerning the thymus gland, it 
is of interest to find such a calm and collected 
presentation of the situation as Edith Boyd has 
provided for us in the eurrent number of the 
American Journal of Diseases of Children 
[33: 807 (July) 1927]. 

The first description of death caused by suffo- 


cation from pressure made on the trachea by the 
thymus emanated from F. Plater in 1614. 
Status thymicolymphaticus was first described 
by A. Paltauf in 1890, and his conception of this 
condition, in which a large thymus goes hand 
in hand with general lymphoid hypertrophy, has 
been accepted to the present day. What has 
been lacking in this whole discussion has been a 
large series of observation of the thymus gland 
and the lymphoid tissue in infants and children 
who have not died as the result of wasting 
diseases, and it must be remembered that few 
well nourished children die during the first 
month of life. Accurate measurements under 
suitable conditions of normalities have now 
shown us that the thfmus loses weight during 
the first two weeks of life, during which time 
it is being compressed in and around the medi- 
astinal structures. After this time the gland 
begins to increase in size again, and it is at this 
stage that symptoms of pressure may be noted. 
The fact that thymic symptoms do not appear 
after the first year of life is because, although 
the thymus has been increasing in size, the chest 
has been growing at a much more rapid rate, so 
that the gland becomes relatively insignificant. 

It is‘ granted, then, that symptoms may be 
produced during the first year of life by me- 
chanical pressure of a normal gland on the 
mediastinal structures and especially on the re- 
current laryngeal nerve; it is doubtful if this 
pressure ever results in death. The picture of 
status thymicolymphaticus is that of the normal 
thymus and lymphoid tissue of the well nour- 
ished child—the child that rarely comes to 
autopsy. 

Cases of supposed death by status lymphaticus 
were then investigated by Dr. Boyd, and in 
every one another possible cause of death was 
found; one, for instance, died of an unusual 
accidental electrocution; one of strychnine poi- 
soning ; others of early pneumonia, etc. 

This type of investigation indicates what 
many conservative pediatricians have already 
been thinking—that a diagnosis of death by 
status lymphaticus may not be a terrible one, 
because status lymphaticus is a purely imaginary 
condition. 


THE FIFTIETH ANNIVERSARY OF THE 
MEDICAL EXAMINER SYSTEM 


In 1877, disgusted with the many abuses of 
the coroner system, the medical examiner system 
was established by the Commonwealth. The 
Massachusetts Medical Society and Tue Boston 
MEDICAL AND SuRGICAL JOURNAL played no small 
part in this reform. The report by Tyndale in 
Tue Boston MEDICAL AND SurGicaL J OURNAL, 
March 1, 1877, makes very interesting reading to 
us today as it outlines the manifold abuses preva- 


lent under the coroner system. 
A very few of us consider the debt which 
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society owes to the medical examiners and what 
a powerful protection against criminal practices 
they are. It would be interesting to speculate, 
if it were not for these skilled and highly special- 
ized protectors of society, how prevalent murder 
would become. Instead of being practised as a 
fine art as advocated by De Quincy, murder 
would degenerate to the level of a mere trade. 
One of the most noted murders of recent years, 
the Richeson case, would have been passed 
over asa case of suicide had it not been for the 
vigilance of a medical examiner. 

Civilization is so complex and there are so 
many conflicting interests that our homicide 
rates would probably be far higher than they 
are, were it not for the‘fact that the vast ma- 
jority of homicides are detected as such whether 
or not the police are able to carry out their duty 
of bringing to justice the criminal. When we 
contrast the brilliant work and just attitude of 
our medical examiners with the manifold evils of 
ignorance and corruption that existed under the 
old coroner system in Massachusetts and which 
still unfortunately exist in the coroner systems 
of the present day in certain parts of the coun- 
try, we have just cause for pride. When, in 
1918, New York City abandoned the coroner 
system, its system of medical examiners was 
based on that which has been functioning so long 
and well in Massachusetts. 


SUMMER CAMPS FOR BOYS AND GIRLS. |. 


ADVANTAGES—AND DANGERS 


‘Tue great increase in camp life for boys and 
girls for part of the summer months is truly 
remarkable. In the large stations from which 
trains leave particularly for the northern part 
of New England one sees trucks piled high with 
innumerable trunks, tagged with cards for the 
different summer camps. 

Parents who can afford a change of some 
months from the city for their families are in- 


creasingly aware that life for some time in a] 


popular summer resort, with much social activ- 
ity is not good for adolescent boys and girls, late 
hours and unrestricted exercise may cause such 
children to return to their school work in the 
fall irritable, tired out and entirely unfit for 
study. 

The regular discipline of camp life, ‘‘early to 
bed and early to rise,’’ and superintended exer- 
cise, are wonderful adjuncts to health. 

The problem of medical care and supervision 
in these camps is a most important feature of 
their management. 

Some of the larger camps are able to employ 
a full time physician for these various needs, 
but many of them depend on a local physician, 
busy with routine practice and often a consid- 
erable distance away. Others employ a trained 
nurse or a medical student for this purpose. 

The danger of acute abdominal emergencies 


such as appendicitis and also unrecognized 
typhoid fever occurring under such conditions 
are very real, and not a summer passes but that 
numbers of acute appendix cases are rushed to 
the nearest hospital centre, often after the usual 
dose of castor oil has not cured the supposed at- 
tack of ‘‘acute indigestion,’’ sometimes unfor- 
tunately too late to save the patient. 

The records of the hospital in centres of north- 
ern New England bear grim witness to this fact. 

The problem is a hard one to solve as many 
of the summer camps cannot afford to pay for 
the skill which would afford them protection, but 
that something can be done to remedy present 
conditions is obvious. Most parents would be 
willing to pay somewhat more if definite reasons 
red the added cost were carefully explained to 

em. 

The thoughtful physician, whose advice is 
asked concerning summer camps for the chil 
dren, is sometimes deterred from advising cer- 
tain camps on account of his knowledge of the 
Serious possibilities mentioned above. 
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MISCELLANY 


DR. BOWLER APPOINTED DEAN AT 
DARTMOUTH 

Tue board of trustees of Dartmouth College, 
April 29, elected Dr. John P. Bowler dean of 
Dartmouth Medical School to succeed Dr. John 
M. Gile who died in 1925. Dr. Bowler, a native 
of Massachusetts, is a graduate of Dartmouth 
College and the Medical School of Harvard 
University. He was formerly associated with 
the Mayo Clinic, Rochester, Minn., and in 1925 
received the degree of M.Se. in surgery from the 
University of Minnesota. He then returned to 
Hanover to engage in the practice of medicine 
and to teach at Dartmouth Medical School.— 
National Board Bulletin. 


APPOINTMENTS AT THE ROCKEFELLER 
INSTITUTE FOR MEDICAL RESEARCH 
Tue Board of Scientific Directors of The 

Rockefeller Institute for Medical Research an- 

nounces the following appointments and promo- 

tions: 


NEW APPOINTMENTS 


Member, Dr. Carl Ten Broeck. 

Associate, Dr. Arthemy A. Horvath. 

Assistants, Dr. Mortimer L. Anson, Miss Alice 
H. Armstrong, Dr. Alan M. Butler, Mr. Albert 
E. Casey, Mr. Edwin B. Damon, Dr. Claude E. 
Forkner, Mr. Henry P. Gilding, Dr. Alvin R. 
Harnes, Mr. Oscar M. Helmer, Dr. Alexander 
Hoffman, Dr. Perrin H. Long, Dr. Alfred E. 
Mirsky, Dr. Gordon H. Scott, Mr. Robert E. 
Steiger, Mr. Ernest Sturm. 

Fellow, Mz. Rene J. Bubos. 


PROMOTIONS 


Associate Member to Member, Dr. Thomas M. 
Rivers. 

Associate to Associate Member, Dr. Car] A. L. 
Binger, Dr. Leslie T. Webster. 

Assistant to Associate, Dr. Lillian E. Baker, 
Dr. Lawrence W. Bass, Dr. Walther F. Goebel, 
Dr. Lawrence S. Kubie, Dr. Fred W. Stewart, 
Mr. James van der Scheer. 

Fellow to Assistant, Mr. Irving A. Cowper- 
thwaite. 

Dr. Ten Broeck is at present professor of bac- 
teriology and Dr. Horvath assistant in medicine 
at the Peking Union Medical College, Peking, 
China. 

Dr. Pierre L. du Noiiy will spend the next 
year at the Pasteur Institute, Paris — Science. 


MASSACHUSETTS GENERAL HOSPITAL 
ANNUAL REPORT 


THE annual report of the Trustees for the year 
ending December 31, 1926, has largely to do with 
the special campaign for funds and with im- 
provements in the physical plant of the hospital. 
As a result of the special campaign, $1,200,000 
was raised by public subscription, and as an ac- 
companying result it is hoped that the fact of 
the hospital receiving no State, city or county 


‘| aid has been instilled into the minds of the pub- 


lie. 

The original Bulfinch Building has now been 
completely re-modelled and in addition to im- 
proved quarters for surgical patients, greater 
space, employed in a modern manner, has been 
furnished the children’s wards, and new neuro- 
logical, neuro-surgical and surgical wards have 
been provided. The building has thus been en- 
tirely fireproofed, and equipped with adequate 
laboratory and administrative facilities. 

Work was begun in October, 1926, on the new 
connecting building between the Massachusetts 
General Hospital Out-Patient Building and the 
Eye and Ear Infirmary, and the structure is 
neaning completion. The preparation of work- 
ing plans for the new hospital for people of 
moderate means, to include a new X-ray build- 
ing have been authorized, and it is expected that 
work on this project will soon commence. It has 
unfortunately been necessary to postpone the 
project for a new ward building, a contagious 
department, a country branch, additional build- 
ings for nurses and other personnel, and a new 
heating plant, although this last has necessitated 
installing new machinery in the old boiler house. 

Two deaths have occurred in the Corporation, 
those of Dr. William Sturgis Bigelow and Mr. 
Galen L. Stone, and the staff has lost Dr. Harry 
F, Hewes. Dr. C. Morton Smith, Chief of the 
Syphilis Department, and Dr. Edward W. Tay- 
lor, Chief of the Neurological Department, have 
retired to the Board of Consultation, their places 
being taken by Dr. Henry D. Lloyd and Dr. 
James B. Ayer. 
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KEEPING CLEAN HELPS TO KEEP WELL 


From CLEANLINESS INstituTE, 45 East 17TH 
Street, New YorKk City 


ANOTHER important industry has joined the 
ranks of public welfare education. Cleanliness 
Institute, recently established by the Association 
of American Soap and Glycerine Pro.lucers, has 
added its strength to the publie health workers, 
nurses, school teachers, social workers and others 
who sternly or beguilingly (depending on their 
technique) tell little Willie to wash his hands 
before eating and remind his father and mother 
that an example of personal and home cleanli- 
ness would not only help Willie but would ad- 
vance community welfare. 
~ Cleanliness Institute was born not to fight a 
lone battle but to join the ranks of those who 
have long been struggling to teach men, women 
and children in all walks of life and in all places 
the value of personal, community and industrial 
hygiene. The movement was auspiciously 
launched at a dinner on June 23rd at the Park 
Lane Hotel in New York City which was at- 
tended by 150 representatives of educational 
and health and social agencies. Their presence 
was a gesture of welcome to this new recruit to 
health promotion. The Commissioner of Health 
of the City of New York, Dr. Louis I. Harris, 
was among the speakers. 

‘‘No vaster task than the protection of puble 
health faces us today,’’ said Dr. Harris. ‘‘There 
is room for every new agency able and willing 
to spread the gospel of community, industrial 
and personal hygiene. We cannot fail to wel- 
come such an agency with open arms. Cleanli- 
ness does have certain definite relations to health. 
If we could get all children to wash their hands 
before each meal, this alone would materially cut 
down their exposure to respiratory infections— 
and I use the term broadly to include not only 
pneumonia and kindred diseases but diphtheria 
as well.’’ 

The staff of Cleanliness Institute has been 
drawn from the fields of public health eduea- 
tion and community organization. Directing its 
program is Roscoe C. Edlund, for six years ex- 
ecutive head of the Hampden County Improve- 
ment League, Springfield, Mass., one-time as- 
sistant to the director of the Russell Sage Found- 
ation, and before that Secretary to the Presi- 
dent of Cornell University. Its educational con- 
sultant is Sally Lucas Jean, a pioneer in de- 
veloping health literature for the school child. 
Dr. W. W. Peter, famous for his health work 
in China, who recently received from Yale Uni- 
versity the Degree of Doctor of Public Health, 
has been retained as the Institute’s health con- 
sultant. Miss Julia B. Tappan, formerly with 
the U. S. Bureau of Education, is director of the 
school department, and Miss C. Margaret Mun- 
son, recently of Mass. Institute of Technology, 
is research librarian. Offices for the Institute 


have been opened at 45 East 17th street, New 
York City. 

It is a national program that has been under- 
taken. It will operate for the present through 
three departments, research, information and 
education, all of which have placed themselves 
at the disposal of the existing health and social 
agencies of the country as auxiliary aids. The 
Institute, while it is the only ageney specializing 
solely in cleanliness as it affects health and social 
progress will not duplicate the work of any 
health and welfare agencies, but will seek only 
to strengthen their programs. Edueational lit- 
erature for use among school children is in prep- 
aration and will be ready for distribution in the 
Fall. 

Speaking at the dinner Dr. Peter referred to 
the progress in cleanliness and sanitation over 
the centuries and the resultant increase in the 
span of life. ‘‘We are indeed living in a Bath 
Age,’’ he said, ‘‘but we still have a long way to 
vo before we exhaust the possibilities of modern 
knowledge of the importance of cleanliness. 
There are still millions of people in the United 
States who are almost oblivious of the dangers 
resulting from lack of proper hygienic measures. 
There is a general agreement among those re- 
sponsible for planning and conducting health 
activities that a high standard of cleanliness is 
an asset to them in their work beeause the prac- 
tice of cleanliness assists directly in combating 
typhoid fever and other gastro-intestinal dis- 
eases whose causative organisms have in some 
way to enter through the mouth. 


Miss Jean spoke of the advent of industry to 
the realm of health education, especially as it 
touches that most responsive individual the 
school child. ‘‘It is most gratifying,’’ she said, 
“‘to those of us who have struggled to stimulate 
interest in the school child to have ‘big busi- 
ness’ join our forces. The school child has been 
discovered by business and the principals realize 
that the find is enormous, worthy of heroic ef- 
forts. There are about 25,000,000 children in 
the schools today with 1,000,000 teachers. To 
reach this 20 per cent of the population special 
efforts and strong methods are necessary. The 
life of the child is tied up with his instructors 
from kindergarten through college and it is 
essential to reach the child through the teacher. 
The commercial groups can give aid and assist- 
ance to teachers which school officials are not 
only glad to have but welcome.’’ 

In introducing Cleanliness Institute to the 
health and educational agencies Sidney M. Col- 
gate, chairman of the Board said, ‘‘ As the rep- 
resentatives of one of the country’s basic indus- 
tries we are not insensible to the fact that in 
contributing to a public service we are in some 
measure serving ourselves. We have a vital 
interest In cleanliness. Yet on the other hand, 
to promote cleanliness is a social service, and 
it is from this standpoint that we seek and offer 
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codperation in existing movements that have for 
their aim the betterment of living conditions. 
We wish to put Cleanliness Institute upon an 
entirely unselfish and public service basis. We 
bespeak for our efforts the codperation of every 
other public service organization that touches 
the field. 

‘‘The funds contributed for this service came 
from manufacturers who make approximately 
eighty per cent of all the soap used in the Unit- 
ed States. In business we are rivals and com- 
petitors but in this movement we are one in a 
cooperative educational program, For the first 
year’s work our industry has subscribed ap- 
proximately $500,000 and we are not seeking any 
financial support from other sources.”’ 


THE CLASSIFICATION OF PATIENTS 
WITH TRUE OR SUSPECTED PULMON- 
ARY TUBERCULOSIS 
CritertA for the classification of patients with 

pulmonary tuberculosis, suspected or proved, 

are given in the Forty-second Annual Medical 

Report of the Trudeau Sanatorium. These stand- 

ards have been accepted by the American Sana- 

torium Association, so they are likely to come 
into general use. 


Trudeau Sanatorium Diagnostic Criteria (Pulmonary 

only). 

Non-Tuberculous: 

1. No persistent rales in the upper one-half of the 
chest. 

X-ray negative or showing a slight peritruncal 
lesion. 

Tubercle bacilli never found in sputum. 

Complement-fixation test for tuberculosis posi- 
tive or negative. 

No constitutional or focal reaction to the sub- 
cutaneous tuberculin test after the injection 
of 10 milligrams of O. T. once repeated. 
(Scale of doses: 0.0001, 0.001, 0.003, 0.005, 
0.01, 0.01.) 

6. Constitutional reaction to the subcutaneous 
tuberculin test of 10 milligrams (repeated 
once) or less without focal reaction as deter- 
mined by physical signs (rales) or X-ray. 

7. No history of unexplained hemoptysis of a tea- 
spoonful or more. 

8. No history of unexplained pleurisy with effu- 
sion. 


Suspected Tuberculous: 


1. No persistent rales in the upper one-half of the 
chest, 

X-ray negative or showing a slight peritruncal 
lesion. 3 

Tubercle bacilli never found in sputum. 

Complement-fixation test for tuberculosis posi- 
tive or negative. 

The patient may react to the subcutaneous tu- 
berculin test with evidence of focal reaction 
by physical signs (rales) but not by X-ray. 

7. A history of unexplained hemoptysis of a tea- 

spoonful or more, or, 

8. A history of unexplained pleurisy with effusion, 

but not both (7, 8). 


Tuberculosis (Pulmonary): 
Non-Clinical: 
1. No persistent rales in the upper one-half of the 
chest. 


2. A parenchymatous X-ray lesion not explainable 
by other causes. 
3. Tubercle bacilli never found in the sputum. 
4. Complement-fixation test for tuberculosis posi- 
tive or negative. 
5,6. The patient may or may not react to the sub- 
cutaneous tuberculin test after injection of 
10 milligrams (once repeated) of O. T. All 
evidence of focal reaction by physical signs 
(rales) or X-ray must be absent. 
7. No history of unexplained hemoptysis of a tea- 
spoonful or more. 
8. No history of unexplained pleurisy with effu- 


ion. 
9. Symptoms must be absent. 


Clinical Tuberculosis: Any one or more of the fol- 
lowing: 


1. Persistent rales in the upper one-half of the 
chest. 

2. Parenchymatous X-ray lesion. 

3. Tubercle bacilli in the sputum. 

5. Focal reaction as determined by X-ray after 
the subcutaneous tuberculin test of 10 milli- 
grams (once repeated) of O. T. or less. 
ene must have been present at some 
time. 

7,8. An unexplained history of hemoptysis of a 
teaspoonful or more, together with an un- 
a history of pleurisy with effu- 
sion, 


AMERICAN SANATORIUM ASSOCIATION SCHEMA FOR THE 
CLASSIFICATION OF PATIENTS ON ADMISSION 


LESION 


Minimal: (Incipient): Slight lesion limited to a 
small part of one or both lungs. 

No serious tuberculous complications. 

Moderately advanced: A lesion of one or both 
lungs, more widely distributed than under Minimal, 
the extent of which may vary, according to the sever- 
ity of the disease, from the equivalent of one-third 
the volume of one lung to the equivalent of the vol- 
ume of an entire lung with little or no evidence of 
cavity formation. 

No serious tuberculous complications. 

Far advanced: A lesion more extensive than under 
Moderately Advanced. Or definite evidence of 
marked cavity formation. 

Or serious tuherculous complications. 


SYMPTOMS 


A: (Slight or none): Slight or no constitutional 
symptoms, including particularly gastric or intestinal 
disturbance or rapid loss of weight; slight or no ele- 
vation of temperature or acceleration of pulse at any 
time during the twenty-four hours. 

Expectoration usually small in amount or absent. 

Tubercle bacilli may be present or absent. 

B: (Moderate): No marked impairment of func- 
tion, either local or constitutional. 

C: (Severe): Marked impairment of function, local 
or constitutional. 


SCHEMA FOR THE CLASSIFICATION OF SUBSEQUENT 
OBSERVATIONS 


Apparently cured: All constitutional symptoms and 
expectoration with bacilli absent for a period of two 
years under ordinary conditions of life. 

Arrested: All constitutional symptoms and expec- 
toration with bacilli absent for a period of six 
months; the physical signs to be those of a healed 
lesion; roentgen findings to be compatible with the 
physical signs. 

Apparently Arrested: All constitutional symptoms 
and expectoration with bacilli absent for a period of 
three months; the physical signs to be those of a 
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healed lesion; roentgen findings to be compatible 
with the physical signs. 

Quiescent: Absence of all constitutional symp- 
toms; expectoration and bacilli may or may not be 
present; physical signs and roentgen findings to be 
those of a stationary or retrogressive lesion; the fore- 
going conditions to have existed for at least two 
months. 

Improved: Constitutional symptoms lessened or 
entirely absent; cough and expectoration with bacilli 
usually present; physical signs and roentgen findings 
to be those of a stationary or retrogressive lesion. 

Unimproved: Essential symptoms unabated or in- 
creased; physical signs and roentgen findings to be 
those of an active or progressive lesion. 

Died. 


HONORARY FELLOWSHIP OF THE ROY- 
AL ACADEMY OF MEDICINE OF IRE- 


LAND 


Tne Royal Academy of Medicine of Ireland 
held a special meeting on June 27th to confer its 
Honorary Fellowship on Prof. Harvey Cushing, 
of Harvard University. The general secretary 
presented him to the Academy in the following 
words :— 


Sir President, Ladies and Gentlemen :—I have 
the honour to present to you one who does not 
need any introduction to this Academy. I re- 
joice that this is so, for indeed I should be at a 
loss to describe him fittingly. Eminent as 2 
physician, as a surgeon, and as a physiologist, 
he has taken the whole realm of medicine as his 
province, and in that realm all acknowledge him 
as a chief. Intellectually he towers among his 
fellows, as those of whom he has written tower 
physically among ordinary mortals. His bril- 
liant work commands our admiration, but he has 
won our love and gratitude by enshrining for us 
in two noble volumes the memory of his great 
master, so dear to us all. Let us then, as a fel- 
low-worshipper at the same shrine as ourselves, 
receive him gladly; let us honour our Academy 
by enrolling him a Fellow, and let us for him- 
self receive him with our loudest plaudits. Har- 
vey Cushing! 


Prof. Cushing was then admitted a Fellow of 
the Academy by Sir James Craig, President, and 
he returned thanks for his election. He then 
delivered a brief address dealing with his recent 
experiences in electro-surgical work, particular- 
lv in cerebral surgery. 


HONORARY DEGREES AT DUBLIN UNIVERSITY 


Hionorary degrees were conferred at the Sum- 
mer Commencements of Dublin University, held 
on June 28th, on Sir Humphry Davy Rolleston, 
Regius Professor of Medicine at Cambridge, and 
on Prof. Harvey Cushing.—The Lancet. 


ETTINGER TO STUDY IN SCHOOL ° 
HEALTH WORK 


Dr. WituiAM L. Errincer, recently made Su- 
perintendent Emeritus of the New York city 
schools, will take up the duties of his new office 


in September, making a study of health work in 
the schools. 

Dr. O’Shea, Superintendent of schools, has 
asked Dr. Ettinger to study the following four 
questions: 

Whether the State Education law should be 
amended to require a physical examination of 
every child, either six months prior to or six 
months after admission to school.—What 
changes should be made in the present course 
of study and syllabus in health education ?— 
What improvements should be made in present 
methods of determining and correcting physical 
defects of school children?—Are the dental and 
other health clinics now in operation in the 
schools properly equipped and conducted ? 

Dr. Ettinger has also been asked by the pres. 
ent Superintendent to serve as an advisory mem- 
ber of a committee studying modification in the 
present course of study in health education. — 
New York Times. 


EIGHTH PAN AMERICAN CONFERENCE 
SCHEDULED FOR PERU IN OCTOBER 


Tue Eighth Pan American Sanitary Confer- 
ence will be held in the city of Lima, Peru, from 
October 12 to 20 of this year, and a tentative 
program of this conference, looking toward the 
enhancement of health and sanitation measures 
in the countries comprising the Americas, al- 
ready has been drawn up.—U. S. Daily. 


THE PAY CLINICS OF THE BOSTON 
DISPENSARY 


THESE pay clinics are held in the evening and 
are conducted for those who cannot afford to lose 
the wages earned in the day time. 

These clinics are open Mondays, Wednesdays 
and Fridays. The attendance has grown from 
one clinic in 1913 to the present comprehensive 
service and about forty thousand visits are made 
to the clinic yearly. The average attendance is 
about three hundred and eighty-five. The dental 
clinic is operated two evenings a week. 

The equipment is sufticient to enable the at- 
tending physicians to provide thoroughly scien- 
tifie diagnostic and therapeutic service. 

The size and scope of these clinies will be a 
revelation to many. 


A TRI-STATE CONFERENCE 


New York, New JERSEY AND PENNSYLVANIA 
State Medical Societies have adopted the custom, 
which seems to be growing in popularity, of 
having conferences to which representatives of 
the respective societies are sent for the purpose 
of discussing problems of interest. 

This is the same idea which led to the forma- 
tion of the New England Medical Council which 
has recently held its second general meeting and 
which proved to be of interest to those present. 

A full report of the New England council 
will be published very soon. 
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ORGANIZATIONS CONCERNED WITH 
PROBLEMS OF BLINDNESS HAVE AN 
EDUCATIONAL EXHIBIT. 


TWENTY organizations concerned with the care 
of the blind and the prevention of blindness have 
pooled their resources in an educational exhibi- 
tion of work for and by the blind residents of 
New York State,—the first of its kind—which 
has been assembled'by the New York State Com- 
mission for the Blind and is now on display at 
the Art Center, 65 East 56th Street. 

he exhibition which covers practically the 
entire ground floor of the Art Center shows 
the tremendous handicaps under which the blind 
labor, the extent to which blind persons—from 
childhood on to old age—have succeeded in over- 
coming these handicaps in order to secure an 
edueation or to become at least partially self- 
supporting, and finally the exhibit of the Na- 
tional Committee for the Prevention of Blind- 
ness shows the extent to which these handicaps 
may be altogether avoided. 

A graphic chart of the National Committee 
tells this story : 

‘‘Industrial accidents cause the loss of sight 
of one out of seven blind persons—this is pre- 
ventable ; 

‘*Babies’ sore eyes causes the loss of sight of 
one out of nine children in schools for the blind 
—this is preventable ; 

‘*Venereal diseases blind or visually handicap 
thousands of persons—this is preventable ; 

‘Defective vision hampers one out of every 
eight school children—this is largely prevent- 
able.’’ 


REVOCATIONS OF MEDICAL REGISTRA- 
TION 


Editor Boston MEDICAL AND SuRGICAL JOURNAL: 

This is to inform you that at a meeting of the 
Board of Registration in Medicine held Thurs- 
day, July 21st, the registrations of the following 
physicians were revoked : 

Dr. Ralph E. Hawley, The Breakers, Shore 
Drive, Lynn. 

Dr. John J. Donoghue, 10 Vernon Street, 
Worcester. 

Dr. Arthur S. Hudson, Middlesex Avenue, 
Wilmington. 

Very truly yours, 

Dr. Frank M. Vauauan, Secretary. 


DEPARTMENT OF COMMERCE, 
WASHINGTON 
Unitep States Curer Factor in INTERNATIONAL 
TRADE IN PREPARED MEDICINES 
ANNUAL EXPORTS 50 PER CENT GREATER THAN 
GREAT BRITAIN, ITS NEAREST RIVAL. GERMAN 


PRODUCTS DOMINATE TRADE ON CONTINENT 


Tue United States is the world’s largest pro- 
ducer, consumer and exporter of prepared medi- 
cines, a report issued today by the Commerce 


Department’s Chemical Division reveals. Ac- 
cording to the last census the value of patent 
medicines and druggists’ preparations manufac- 
tured in this country in 1925 was nearly $320,- 
000,000. During the same period our exports 
of this class of commodity had a value of nearly 
$20,000,000. 

The total import trade of the world in all 
forms of medicinals amounts to approximately 
$110,000,000 each year, about two-thirds of 
which represents prepared medicines and medici- 
nal specialties. The United States enjoys be- 
tween 20 and 25 per cent of this international 
trade in prepared medicines. Divided according 
to continents, the report shows the annual im- 
ports of the world are as follows: The Americas, 
$27,000,000; Europe, $20,000,000; and the Far 
East and Africa, $27,000,000. 

The United States has only three competitors 
in the international trade in prepared medicines 
—the United Kingdom, France and Germany. 
In 1925 British exports were 66 per cent of those 


of the United States; French exports were about 


60 per cent while German shipments amounted 
to approximately one-half. 

Fully 50 per cent of the British shipments of 
medicinals are destined for the Far East and 
Africa and 75 per cent of them goes exclusively 
to British possessions. Canada buys one-half 
again as much prepared medicines from the 
United States as from Great Britain and we sell 
the British approximately six and a half times 
more of these commodities than we buy from 
them. 

French exports of medicines and pharmaceu- 
ticals are distributed throughout the world and 
enjoy no distinct advantage in any particular 
region. Germany is the chief supplier of pre- 
pared medicines to continental markets, her 
largest business being with contiguous countries. 

According to the report, United States pre- 
pared medicines dominate in the countries of the 
Western Hemisphere. The five largest individ- 
ual markets are Great Britain, Cuba, Mexico, 
Colombia and Canada. Fully 80 per cent of all 
our exports in this line are destined for about 
fifteen English and Spanish speaking countries. 
Thirty countries account for 93 per cent of our 
total foreign business, the least of these markets 
taking more than $100,000 worth of medicines 
each year. The only European countries in this 
list are Great Britain, Ireland, and Spain. 

The European markets and Canada, the report 
points out, are more highly educated as to the 
use of preventive medicines than other areas and 
are our best markets for specifics. The Latin 
Americans, largely due to the debilitating cli- 
mate which prevails in so many Central and 
South American countries, consume large quan- 
tities of tonics. Efforts are being made, however, 
to educate the people in these areas in the use of 
preventive medicines and the same 1s true of the 
natives of Far Eastern countries. 
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DISEASE PREVALENCE FOR WEEK, 
DIPHTHERIA GAINING 


MEASLES AND SCARLET Fever, HOWEVER, 
DECLINE FOR PERIOD 


WitH the exception of measles and scarlet 
fever, all communicable diseases reported to the 
United States Public Health Service by State 
health officers, showed increases in prevalence 
for the week ended June 18 of this year, as com- 
pared with the same week of 1926, according to 
the weekly review on the incidence of communl- 
cable diseases made public by the Public Health 
Service July 7. 

The greatest increase was in the incidence of 
diphtheria, 40 States having reported 1,493 cases 
of this disease for the current surveyed week, 


as compared with 1,055 cases for the correspond- |, 


ing week of the preceding year. 
Weeks ended June 18, 1927, and June 19, 


1926: 


CASES REPORTED 


1927 1926 

Diphtheria: 

40 States 1,453 1,055 

101 cities 895 662 
Measles: 

39 States 7,403 13,853 

101 cities 2,143 4,373 
Poliomyelitis: 

39 States 32 21 
Searlet fever: 

41 States 2,674 2,898 

101 cities 1,177 1,360 
Smallpox: 

40 States 483 378 

101 cities 112 67 
Typhoid fever: 

40 States 513 377 

101 cities 77 66 


—United States Daily. 


A REPORT OF THE INTERNATIONAL 
RABIES CONFERENCE 


Tue first Medical Conference of a real inter- 
national character, sponsored by the Publie Hy- 
giene Committee of the League of Nations, was 
held in Paris recently. 

Questions pertaining to the aetiology, therapy 
and prophylaxis of Rabies were thoroughly dis- 
eussed. That it is our urgent duty to combat 
this terribly and mercilessly ravaging scourge 
was the unanimous opinion: of the representative 
sanitarians present. Thirty nations sent their 
most prominent experts as Deputies to this Con- 
ference. Meetings held in the spacious halls of 
the Paris Pasteur Institute were attended by 
more than sixty prominent members of the medi- 
eal profession. Besides leaders of the greater 
‘‘lyssa-institutes’’ several celebrated bacteriolo- 
gists were present. Among the delegates from 


Germany were Pfeiffer, Neufeld, Koch and 
Prausnitz; France was represented by Roux, 


Calmette, Levaditi, Marie, and Ramon. The 
Italians sent Puntoni and Fernami. Kraus 
represented the Austrians. Belgium was repre- 


sented by Professor Bordet; Switzerland by 


Sobernheim; Russia by Zlatogoroff and Japan 
by Kitajima. 

Special interest was lent to the Conference by 
the fact that this was the first occasion since 
the termination of the War when the representa- 
tives of Ge.man medical science, as such, have 
crossed the frontier and accepted the hospitality 
of the French nation. 

During the Conference the four cardinal prob- 
— of the rabies question were debated as fol- 
OWS : 


1. The morphology and biology of the rabies- 


virus. 
2. The technic of immunization against rabies. 
3. The dangers of vaccination. 
4. The immunization of animals against rabies. 


In order to have sequence in the deliberations, 


‘the Conference appointed four sub-commissions. 


These commissions, with the codperation of the 
members of the Conference, arranged for the 
recording of the discussions. 

Meetings of the commissions were presided 
over by Professor Bordet. After having listened 
to the report of Professor Marie relating to the 
more important features of the investigations in 
regard to the ‘‘lyssa-virus’’ and having in- 
spected the microscopical slides of Levaditi and 


Manouelian, the Conference arrived at the fol- 


lowing conclusion : 


That it cannot decide at present as to 
whether the virus of lyssa is a bacterium or 
a protozoon. Neither had the Conference 
means to determine whether the Negri 
bodies are evolutional forms of a certain 
living mocroorganism, or are the degenerat- 
ive products of the nerve cells. 


Another commission partly under the presi- 


dency of Bujwid and McKendrick, and partly 
under that of Pfeiffer and Zlatogoroff, debated 


the question of the danger of the immunization 
technic and vaccination. The gist of these dis- 
cussions was as follows: 

_ A perfect and reliable immunity may be 
reached as well by the Pasteur, as by the Hogyes 
methods both using living virus. The living 
virus from the point of view of postvaccination 
paralysis is innocent, except in some exceptional 
eases. Comparing the protective action of the 
immunity produced by the living and killed 
virus, the former seems to be more reliable. 
Therefore, the use of the killed virus is approved 
only when the vaccine has to be conveyed to dis- 
tant places. The cause of postvaccination lame- 
ness is, for the time being, unknown. It is, how- 
ever, quite certain that some predisposing 
factors play important roles as for example, 
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alcoholism, syphilis, nervous diseases, age, ete. 

Some of the members of the Conference were 
of the opinion that, with the use of the glycerin 
and carbol-virus, postvaccination lameness is 
less frequent. The Conference emphasized the 
necessity of the institutes making investigations 
at regular intervals as to the virulency of the 
fixed virus-stems used by them. The basis of 
this desideratum is formed by the probable as- 
sumption according to which there is a certain 
connection between the postvaccination accidents 
and the different reactions with respect to the 
virulence of the type of bacillus. It was pro- 
posed that the hygienic section of the League 
of Nations in company with some Pasteur Insti- 
tutes should attempt the elaboration of a type of 
virus of constant virulence and immunizing ac- 
tion. It accentuated the necessity of Pasteur 
Institutes the world over codperating to solve 
the two questions under discussion. To this 
end the different institutes will report their 
work and observations to the hygienic section of 
the League of Nations. 

The fourth commission under the presidency 
of diVestea and Kitajima after having heard 
the summarizing report of Professor Valee and 
after a subsequent debate lasting for several 
hours, arrived at the following conclusion: Al- 
though there are numerous data of great im- 
portance at our disposal in regard to the 
question of the preventive immunization of ani- 
mals against rabies, all of which data are apt to 
ereate the greatest confidence with respect to 
these experiments, the Conference did not feel 
justified in proposing the modification of the 
present sanitary laws. The Commission deems 
the practice of preventive immunization of ani- 
mals desirable only in those places where rabies 
is especially prevalent and even there only under 
the supervision of competent veterinarians. 

The deliberations of the Conference were car- 
ried on from first to last with cordiality and 
moderateness. This spirit was fostered by the 
well-conducted reception and by the hospitality 
extended by the French to the Conference mem- 
bers. The Commissions left all questions open 
for further study. Cause of the seemingly 
moderate success is found in the fact that the 
Conference has carefully weighed all observa- 
tions, some of which are very contradictory. 
Under the circumstances we must not underes- 
timate the result; for the Conference, having 
focused attention’ on the present state of the 
lyssa question, has pointed the way for most 
serious investigation. 


A STUDY OF 4000 BACKWARD PUPILS 


MAssACHUSETTS has taken the initiative in the 
study of retarded and mentally deficient publi¢ 
school children as reported by Dr. Neil A. Day- 
ton of Boston, Director of the Division of Mental 
Deficiency of the State Department of Mental 


| 


Diseases. The work was prosecuted by fourteen 
travelling clinics. Dr. Dayton’s report covers 
4040 children examined who were retarded three 
or four years in their studies and of these 75% 
were found deficient. Dr. Dayton found that 
the feeble minded are found more commonly in 
the first or second children rather than the last 
child born to a family. The feeble minded are 
more common in large families. The mentally 
deficient are not as a rule puny, under weight 
or under size. The average age of these children 
studied was 13 years but the average mental age 
was eight years. The average intelligence was 
between 60 and 69 with boys showing better 
average intelligence. 

In answer to the question, ‘‘Is the problem of 
the defectives and the insane so vast that it can- 
not be solved?’’ Dr. Dayton said, ‘‘No, the only 
danger would come if we ignored the problem. 
Then the number of feeble minded whom the 
State would have to support would be so great 
as to swamp us with taxation. About 2 per cent. 
of the population of the United States—some- 
re under 3,000,000 people—are mentally de- 

cient.’’ 


TRACE OF MERCURY EASILY 
DETECTED 


As small a proportion as one part of mercury 
in 20,000,000 parts of the atmosphere can be 
measured accurately by a device which has been 
developed in the research laboratory of the 
General Electric Company; one in 8,000,000 
parts can be determined quickly. 

Mercury poison is accumulative; it seems to 
make little if any difference whether the amount 
of vapor is inhaled as relatively large amounts 
in a short period of time, or as slight amounts 
over a period of months. Because of the in- 
creased industrial use of mercury in heating 
operations, in various chemical processes and in 
the newly developed mercury turbine, it has be- 
come important to have a method whereby leaks 
in apparatus and traces of mercury vapor in the 
atmosphere can be detected quickly. 

Previous methods of determining the amount 
of mereury vapor in the atmosphere were tedious 
processes that required considerable time and the 
services of an expert chemist, and even then the 
results were usually far from accurate, especially 
when considering tiny amounts of the substance. 
The new method gives quick results, does not 
require chemical training to carry out, and 1s 
accurate. 

The principle on which the new method is 
based is a reaction between a solid substance, 
selenium sulphide, and the mereury vapor, with 
the reaction product a colored substance easily 
observable with the eye. The yellow selenium 
sulphide is applied as a coating on paper. | The 
paper is blackened on exposure to air containing 
mercury vapor, the degree of blackening depend- 
ing on the concentration of the mercury, the 


\ 
rd 
| 

we 


152 


EDITORIAL DEPARTMENT 


Boston M. & S. Journa) 
July 28, 1927 


time of exposure, and various other factors 
which can be definitely controlled. There seems 
to be practically no lower limit to the concentra- 
tion that can be detected by this method. : 

For continuous and automatic registration of 
the mercury vapor, there has been devised a 
system in which a continuous strip of the coated 
paper is drawn slowly over an opening through 
which the air flows, a small clock motor moving 
the strip of paper at a uniform rate. A short 
time after the exposure, the colored strip of 
paper can be compared with a standard scale, 
in which the different shades from yellow to 
black have been calibrated in terms of mercury 
concentration. 

If an incandescent lamp is placed in front of 
the strip of paper and a photoelectric cell behind 
it, the amount of light reaching the cell will 
depend on the amount of blackening of the 
paper. The light can regulate the readings of 
an ammeter, so that the concentration of the 
mercury vapor can be determined either by ob- 
serving the color of the paper or by reading the 
ammeter. It is also possible to so arrange the 
photoelectric cell circuit that, should the mer- 
cury concentration become dangerously high, a 
warning gong will be sounded. The apparatus 
is then an automatic chemist—News Bureau, 
General Electric Company, Schenectady, N. Y. 


A COMPLIMENT TO DR. EVARTS A. 
GRAHAM 


THE Journal of the Missourt Medical Society 
for July, 1927, publishes the following: 

“Dr. Evarts A. Graham, St. Louis, and his 
associates were honored by the St. Louis Medi- 
val Society at its meeting on June 7, for dis- 
covering a method of visualization of the 
gallbladder by the X-ray. A gold medal was 
awarded Dr. Graham and certificates of merit 
were awarded to his associates, Drs. Glover H. 
Copher, Warren H. Cole and Sherwood Moore. 
Dr. Graham was the recipient of an additional 
honor on June 9 when Central College at 
Fayette, Mo., conferred upon him the honorary 
degree of Doctor of Laws.’’ 

Dr. Graham has accepted the Shattuck lecture- 
ship for next year. The Massachusetts Medical 
Society is thus especially honored by Dr. Gra- 
ham. 


THE TOOTH BRUSH 


AT the suggestion of the New Haven Health 
Department a preliminary study of the bacteri- 
ology of the tooth brush has recently been com- 
pleted by C.-E. A. Winslow and Louis DeAngelis 
of the Yale Department of Public Health. 
Twenty-four tooth brushes were submitted by 
different individuals. These brushes were taken 
to the laboratory in sterile tubes. Each brush 
was immersed in a large test tube containing salt 


solution and rubbed up and down over the sur- 
face of an inclined strip of corrugated glass in 
the tube. The tooth brush was then removed 
from the tube and the saline suspensions used 
for the various examinations, hence the informa- 
tion obtained was based not on the bacterial 
content of the brushes but from the bacteria that 
were removed from them. 

There was a wide variation in the number 0f 
bacteria found on these brushes from zero to over 
three million. Besides the number of germs, the 
investigators were interested in several varieties 
of bacteria. Acid-forming bacteria were found 
in numbers ranging from zero to 20,000 per 
brush. Hemolytic streptococci were found in 
amounts ranging from zero to 300,000. No 
Bact. coli were found. 

Apparently there is a close relationship be- 
tween the length of time that a tooth brush has 
been in use and the number of bacteria it con- 
tains. The medium bacteria count of brushes 
used three months or less was 900 as contrasted 
with over 160,000 bacteria on brushes used four 
months and over. The only brushes that showed 
over 1,000 acid-forming bacteria were two, one 
of which had been used for a year and two 
months, and the other for two years. The two 
highest counts for hemolytic streptococci were 
on brushes that had been in use for one and two 
years respectively. 

As a control to this part of the study, six un- 
used brushes purchased in the open market, all 
of which except one were exposed to the air, 
yielded bacterial counts from zero-to 210. Three 
of these brushes showed hemolytic streptococci 
and three showed acid forming bacteria. 

Brushes used in mouths where the teeth were 
in good condition had low bacteria counts. On 
the other hand brushes used in mouths where 
the teeth were dirty or had cavities had 100 
times as many bacteria. 

The number of bacteria was also found to be 
related to the condition of the brush. Brushes 
that were very dirty or matted not only yielded 
large numbers of bacteria but many hemolytic 
streptococci and acid formers. 

The use of a dentifrice is shown to have an 
effect on the number of germs on tooth brushes. 
Five brushes used by individuals who did not use 
a dentifrice all had high bacterial counts. 

Hot water was employed for rinsing the 
brushes by five people and four of the five 
brushes had a very low number of bacteria. 

In the group of twenty-four brushes there 
were three where it was admitted that they were 
used promiscuously. These all showed high 


counts and were high in acid formers and hemo- 
lytic streptococci. 

This study also suggests that the number of 
bacteria on a tooth brush after using does not in- 
crease on standing five and nine hours, but de- 
creases.—Bulletin of New Haven, Conn., Health 
Department. 
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BETTER MILK FOR TOWNS 


Fcr a number of years, the larger cities have 
supervised their milk supplies to insure a safe 
and clean milk supply for their children. In 
some towns, very little work has been done along 
this line. In fact, the requirements of a better 
milk supply for the large cities have sometimes 
resulted in a poorer milk. supply for certain 
towns. Good milk finds a ready market in 
cities where standards are high while poor milk 
is dumped upon communities where no stan- 
dards have been established and no regulations 
are in foree. 

A movement now under way is designed to 
improve these conditions. Last year, a repre- 
sentative of the American Child Health Asso- 
ciation spent some time in Connecticut making 
a survey of the milk situation in codperation 
with the State Dairy and Food Department and 
the State Department of Health. Samples of 
milk were collected from 74 towns by State 
Dairy and Food Inspectors and examined in the 
State Department of Health Laboratories. The 
results of these examinations were studied and 
tabulated by a representative of the American 
Child Health Association. Thus the milk sur- 
vey conducted in 74 cities and towns of the state 
was a cooperative arrangement between these 
three organizations. 

The follow-up of this survey is now under 
way and suggestions are being made to local 
ccmmunities for improving their milk supplies. 
Prior to beginning the follow-up campaign, a 
conference was held by representatives of the 
various departments interested in the matter to 
map out a course of procedure. At this confer- 
ence it was decided to suggest two vital factors 
to local health officers who wish to improve the 
milk supplies in their communities. These two 
points are as follows: 


1. Licensing of milk producers and dealers. 
This will furnish knowledge as to who are pro- 
ducing and handling milk for sale in the com- 
munity. Without this knowledge supervision of 
the milk supply is a most difficult undertaking. 

_ 2. Requiring all cows supplying milk to the 

community to be tubereulin-tested unless the 
milk be subjected to the process of pasteuriza- 
tion. This action will protect the consumers of 
milk from tuberculosis which is often conveyed 
to man especially to children, by drinking milk 
from tuberculous cows. | 

Health officers of some towns and boroughs 
have already adopted milk regulations. With 
the spread of this movement, those towns having 
no regulations are likely to find themselves the 
dumping. ground for milk that can not be sold 
in other cities and towns where such regulations 
exist. The way to prevent such a situation is 
for each town to take the necessary steps to pro- 
tect its own milk consumers.—Connecticut State 
Department of Health. 


RECENT DEATHS 


KENNEDY — Dr. ALEXANDER GLADSTONE KENNEDY, 
a Fellow of the Massachusetts Medical Society, died 
in Boston, July 9, 1927, aged 56. 

He was a graduate of the College of Physicians and 
Surgeons, Baltimore, in 1897. He settled in Boston 
and joined the State medical society the next year. 
He was a Mason. 


REDMOND—Dkr. JAMES WILLIAM REDMOND, a grad- 
uate of Harvard Medical School in the class of 1892, 
died at his home in South Boston, June 7, 1927, fol- 
lowing a month’s illness, aged 60. 

He was born at St. John, N. B., May 11, 1867, but 
came to South Boston before he was a year old and 
continued to make his home there until the time of 
his death. 

He was a graduate of the Lawrence Grammar 
School, of Phillips Exeter Academy, and of Harvard 
Medical School in 1892. He is survived by a widow, 
Ann, three sons and three daughters. One of the 
sons, James W., Jr., was graduated recently from 
McGill University, Montreal. 

Dr. Redmond was a member of the Knights of 
Columbus and numerous other fraternal organiza- 
tions, as well as the American Medical Association 
and the Massachusetts Medical Society. 


CORRESPONDENCE 


A CRITICISM OF SOME OF THE OFFICERS OF 
THE MASSACHUSETTS MEDICAL SOCIETY 


Boston, Mass., July 14, 1927. 


Editor, Boston Medical and Surgical Journal: 


The Boston MEDICAL JoURNAL may be sufficiently 
interested in this letter as to take action to remedy 
the arbitrary and misuse of discretion of some of the 
officers of the Massachusetts Medical Society. 

It is only reasonable to assume that there are other 
members of the medical profession like myself 
throughout the State who have had similar grievance 
with that same body of men. 

The Massachusetts Medical Society officials have 
repeatedly refused me recognition as a graduate of: 
a recognized Medical School. 

The facts in my case are as follows: I obtained 
my Medical Diploma in 1908 from the Baltimore 
Medical College after completing a four-year graded 
course in Medicine. .In 1912 the Baltimore Medical — 
College changed its name, or, in other words, merged 
with the University of Maryland and ceased to exist 
as such in name, not in fact, and forthwith the Uni- 
versity of Maryland conferred upon me their Medical 
Diploma in 1912, making me an alumnus of fheir 
school. Prior to 1912, however, the Baltimore Medi- 
cal College was recognized as an “A” Medical School 
in 48 States of the Union, all the Provinces of Canada 
and the whole of the British Empire, as certified by 
the enclosed sworn certificate under Seal by the 
American Medical Association, the highest official 
Authority on Medical Education in the United States 
and Canada. 

The Massachusetts Medical Society has declared . 
that the Baltimore Medical Collage was an unrecog- 
nized Medical School, and that it was wiped out of 
existence with a number of other schools of its class. 
They handle assumptions as if they were facts, and 
let it go at that. 

The truth of the matter is that the Baltimore Medi- 
cal College always was and always will be an “A” 
Medical School. It is a larger Medical School today 


than ever, with the same faculty, same buildings, 
same hospitals, only more of them, with the name 
changed to the University of Maryland, as verified 
by the American Medical Association. 
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The humiliating terms upon which the Massachu- 
setts Medical Society have offered me membership 
in their society I shall comment on briefly. That is 
to say: If I procure certificates of character and pro- 
fessional ability from five men who are members of 
the Massachusetts Medical Society and who have 
known me for at least five years, and after presenting 
these applications to the Committee on Medical Edu- 
cation permission will then be given me to present 
myself for examination. In other words they want 
me to go to my professional brothers who have known 
me for the past fifteen to twenty years and confess 
to them that I am a deceiver and impostor, that I am 
a graduate of an unrecognized Medical School, al- 
though I have given you the impression that I was 
a graduate of an “A” School. Now since you have 
learned that I have deceived you all those years, 
would it be possible for you to grant me letters of 
recommendation as to character and _ professional 
ability for membership in the Massachusetts Medical 
Society? 

That is a striking example of the ethics of the 
Massachusetts Medical Society. 

To illustrate: A “Ph.D.,” of Cornell, who is pro- 
fessor in one of our New England colleges, told me 
some time ago that he was informed by a Boston doc- 
tor years before that I was a graduate of a cheap 
Medical School, not recognized, and, by the way, this 
doctor was a member of the Massachusetts Medical 
Society, and the school from which he graduated was 
rated in Class “B” by the American Medical Associa- 
tion, nor was it necessary for him to procure five 
members of the society to vouch for him to join. 

Instances like that I could multiply a hundredfold, 
not to mention the humiliation to myself and family 
by not being recognized by the Massachusetts Medical 
Society. 

I ask no recognition today from the Massachusetts 
Medical Society. I hold degrees from three Univer- 
sities, and have Appointments in three of the Hospi- 
tals of the city, including Boston Dispensary. 

I am also a member of the Mystic Shrine, Aleppo 
Temple, and a 32nd degree Mason. It is not, how- 
ever, to the credit of the Massachusetts Medical Soci- 
ety that a reputable physician of nineteen years 
practice of medicine in the State and a graduate of 
an “A” Medical School was forced to appeal to the 
American Medical Association for recognition in or- 
der to hold and receive Appointments in the hospitals 
of the city of Boston. 

I presented to the Massachusetts Medical Society 
a list of a score or more names of graduates of Balti- 
more Medical College in this State who are members 
of the Massachusetts Medical Society to prove to 
them that the school was recognized; but they 
brushed the evidence all aside and declared that the 
Baltimore Medical College was not recognized by 
the Council of the Society as furnishing a standard 
medical education. It would be interesting to read 
their reasons for their justification in making such 
slanderous statements. 

Kindly return to me the enclosed A. M. A. certifi- 
cate, and oblige. 

Yours very truly, 


Hector J. MacLean. 


American Medical Association 
Council on Medical Education and Hospitals 

535 North Dearborn Street, Chicago, May 9, 1927. 
To Whom It May Concern: 

This is to certify that the Baltimore Medical Col- 
lege was rated in Class A by the Council on Medical 
Education and Hospitals of the American Medical 
Association from 1907 when the first classification 
was prepared until 1912 when the school was merged 
with and became a part of the University of Mary- 
land School of Medicine, Baltimore. 


It was an institution rated in Class A, therefore, 


in 1908 at the time a diploma was issued to Hector 
John MacLean. 


AMERICAN MEDICAL ASSOCIATION, 


Per Nathan P. Colwell, 
Secretary of the Council on 
Medical Education and Hospitals. 
Subscribed and Sworn to before me this 9th day 
of May, 1927. 
E. C. SHELBY, 


Notary Public. 
My Commission Expires May 24, 1930. 


EpIToRIAL NOTE 


We have conferred with the Chairman of the Com- 
mittee on Medical Education and Medical Diplomas, 
who, after examination of the material on file, readily 
acknowledges the validity of the objections presented 
by Dr. MacLean. His explanation is that when the 
matter was before the Committee the status of the 
Baltimore Medical College was probably confused 
with that of one of the other Baltimore schools of 
which some were not recognized. This mistake is 
to be regretted and we are confident that the error 
will be corrected. 

We trust that our correspondent will be generous 
and recognize the fallibility of even the best inten- 
tioned persons. 


TWO CONVICTED CHIROPRACTORS ACCEPT 
THE SENTENCE OF THE COURTS 


The Commonwealth of Massachusetts 
Department of Public Safety 
State House, Boston 


July 20, 1927. 
From: Joseph V. Daly. 

To: Walter P. Bowers, M.D. 
Subject: Two chiropractor cases at Orange, Mass. 


This is to notify you in accordance with the re- 
quest in your letter of June 22 that in the case of 
Hayden W. Allen, chiropractor of Athol, Mass., who 
was fined five hundred dollars ($500) for violation 
of the statute covering the practice of medicine and 
who appealed his case later withdrew the appeal and 
paid the fine imposed upon him by the court at Or- 
ange. 

In the case of Glenton S. Thompson of Orange, who 
was fined three hundred dollars ($300) by the Or- 
ange court for violation of the laws relating to the 
practice of medicine and appealed, yesterday, July 19, 
retracted his plea of not guilty and plead guilty and 
paid the fine of three hundred dollars ($300). 


JOSEPH V. Daty, State Detective. 


PRESCOTT’S DESCRIPTION OF VERRUGA PERU- 
ANA IN HIS “CONQUEST OF PERU” 


Mr. Editor: 

According to Hyde, Verruga Peruana was first de- 
scribed in the sixteenth century by Zarate of Lima 
in his “Conquest of Peru” in 1543. 

Pizarro’s expedition started from Panama in Janu- 
ary, 1531. The account of the expedition follows: 

“Pizarro, having refreshed his men, continued his 
march along the coast, but no longer accompanied 
by the vessels, which had returned for recruits to 
Panama. 

“The road, as he advanced, was checkered with 
strips of sandy waste, which, drifted about by the 
winds, blinded the soldiers, and afforded only treach- 
erous footing for man or beast. The glare was in- 
tense, and the rays of the vertical sun beat fiercely 
on the iron mail and the thick quilted doublets of 
cotton, till the fainting troops were almost suffocated 
by the heat. 

“To add to their distress, a strange epidemic broke 
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e little army. It took the form of ulcers, 
rm Se hideous warts of great size, which covered 
- the body, and when lanced, as was the case with 

some, discharged such a quantity of blood as proved 
fatal to the sufferer. Several died of this frightful 
disorder, which was so sudden in its attack and at- 
tended with such prostration of strength that those 
who lay down well at night were unable to lift their 
hands to their heads in the morning. 


“The epidemic, which made its first appearance 


during this invasion, and which did not long survive 
it, spread over the country, sparing neither native 
nor white man.” 

“It was one of those plagues, from the vial of 
wrath, which the destroying angel, who follows in 
the path of the conqueror, pours out on the devoted 
nations.” Very truly yours, 

Won. Pearce Cours, M.D. 
Prouts Neck, Me., 
July 13, 1927. 


DISEASE INCIDENCE IN CONNECTICUT—WEEK ENDING JULY 2 


DISEASE 1927 


Week ending June 1] 
Week ending June 18 
“leck ending June 25 
eek ending July 2 


1926 


Average cases reported 
for week corresponding to 
July 2 for past ? yrs. 
Woek ending June 11. 
Yicek ending June 19 
Week ending June 26 

Week ending Julé 


Actinomycosis 

Anthrax 

Botulism 

Cerebrospinal lien, 
ickenpox 


Brora 
Ben 


Chic 


Conjunctivitis Inf, 
Diphtheria 


Dysentery, Bac. 
Encephalitis Epid. 


t Be 
vou 


Favus 

German Lieasles 

dookworm Infection 
Influenza 
Leprosy 


Valaria 
Heas les 


Eumps 
Paratyphoid Fever 
» Broncho*22 


Pneumonia, Lobar 26 
Poliomyelitis 
Scarlet lever 


Tuberculosis 
Tuberculosis (o,f) 


16 


nm 
SSRs 


5.8 


Ba 


memes 
Be 
or 


11 Ri ade, terme 


~.3,8 8,R8, 
Ries. 


~ 


~ 


“30: 58 17 


“average for two years, liade reportable Jamary 1, 1925. 


Kemarks: 


No cases of cholera, Asiatic, glanders, plague, rabies in humans 


and yellow fever during the past seven years. 


CONNECTICUT DEPARTMENT OF HEALTH 
MorsBipity REPORT FOR THE WEEK ENDING 
JuLy 9, 1927 


Diphtheria 13 Typhoid fever 1 
Last week 1 Last week 2 
Diphtheria bacilli Measles 30 
carriers 8 Last week 47 
Scarlet fever 40 Whooping cough 25 
Last week 23 Last week 12 


Bronchopneumonia 8 Pneumonia, lobar 13 

Cerebrospinal menin- Septic sore throat 3 
gitis 1 Tuberculosis, pulmo- = 

nary 

Tuberculosis, other 

German measles Comme 7 

Influenza 2 Gonorrhea 17 

Mumps 21 Syphilis . 28 


J 4 
| 
Dysentery Amed, 
67 47 
Septic Sore Throct 5 
Smallpox - 
Tetanus 
Trachoma 
Trichinosis 
Typhoid Fever 
Typms Fever 
Whooping Cough 
Gonorrhoea : 
Syphilis 
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DISEASE INCIDENCE IN CONNECTICUT—WEEK ENDING JULY 9 
DISEASE 1927 1926 
& 
Anthrax - - - = - 
Botulism - - - - - 
Cerebrospinal Men. 2 - 1 1 2 2 1 1 - 
Chickenpox — 123 90 33 36 24 92 39 3% 47 
Conjunctivitis Inf, <- - - - - - - - 2 
Diphtheria 28 34 31 13 30 15 13 7 13 
Dysentery Amebd. - - - - - - - - 
Dysentery, Bac. - - - - = 1 
Encephalitis Epid. - - - - - - 1 - 1 
Favus - - - - - 1 - - - 
German Measles 6 3 3 7 4 19 24 12 13 
Hookworm Infection - - - o 
Influenza - - 2 2 1 2 - 1 2 
Measles 55 68 47 30 116 34 244 153 148 
Mumps 47 30 20 21 8 5 5 2 
Paratyphoid Fever - - - - - - - - - 
Pneumonia,Broncho* 19 24 10 8 15° 24 24 22 20 
Pneumonia, Lobar 33 £3 10 13 10 38 26 16 18 
Poliomyelitis 1 - - - - - - - - 
Scarlet Fever 56 48 23 40 44 78 49 46 39 
Septic Sore Throat 2 6 2 3 - 1 - - - 
Smallpox - - - 1 1 
Tetanus - - - - - - 1 - 2 
Trachoma - - - - - - 
Trichinosis - - - - - 
Tuberculosis (pul.) 33 50 29 21 28 42 40 +25 17 
Tuderculosis (o.f.) 4 2 2 7 3 2 4 1 1 
Typhoid Fever 1 2 1 7 3 1 4 7 
Typms Fever 1 - - - - - - - o 
ooping Cough 21 16 12 25 55 53 33.017 23 
Gonorrhoea 28 55 16 17? 13 9 ll 9 6 
Syphilis 21 ed 36 28 23 17 12 5 6 
*Average for two years, Made reportable January 1, 1925, 
Remarks: No cases of cholera, Asiatic, glanders, plague, rabies in humans 


ana yellow fever during the pest seven years, 


NEWS ITEMS 


AFRICAN EXPEDITION RETURNS—The Tropi- 
cal Medicine African Expedition, of which Dr. Rich- 
ard P. Strong was the head and Dr. George C. Shat- 
tuck a member, has finished its work successfully 
and returned to this country, having sailed last month 
from Mombasa. A large amount of material has been 
collected for study. 


DR. ALICE HAMILTON HONORED — Dr. Alice 
Hamilton, assistant professor of industrial medicine 
at Harvard University, received the degree of doctor 
of science at the commencement exercises of Smith 
College.—Science. 


LECTURE BY DR. BENEDICT—Francis G. Bene- 
dict, director of the nutrition laboratory of the Car- 
negie Institution of Washington, in Boston, recently 
gave at the University of New Hampshire a lecture 
= “Physiological Research Institutions of Europe.”’— 

cience. 


SURVEY OF EPIDEMIC ENCEPHALITIS—Mr. J. 
Pierpont Morgan and Mr. William H. Mattieson, Sci- 
ence informs us, have provided funds for a world 


survey of epidemic encephalitis) A commission has 
been appointed for this object consisting of Dr. Haven 
Emerson, Dr. Frederick P. Gay, Dr. William H. Park 
and Dr. Josephine B. Neal. 


THE MORTALITY INCIDENT TO PREGNANCY— 
De Lee has been quoted as saying that 25,000 mothers 
die annually in the puerperal state in the United 
States, that 6,000 deaths are due to infection, 5,000 
to eclampsia, and 4,000 to hemorrhage, that 40,000 
die directly or indirectly because of pregnancy and 
labor, and that no one knows the morbidity figures 
due to pregnancy. He estimates the morbidity to be 
five times the mortality. 

We are looking to a constructive program by our 
Committee on Obstetrics and Gynecology. 


SEPTEMBER EXAMINATIONS OF THE NATION- 
AL BOARD—The September examinations in Parts I 
and II will be held on the 14th, 15th and 16th in all 
Class A medical schools where there are a sufficient 
number of candidates who desire to take them. 
Where there is more than one medical school in a 
city, however, the examination will be held at only 
one school in that city. Applications for the Septem- 
ber examinations should be made not later than 


August 10.—National Board Bulletin. 
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NOTICES 

NEW CANCER CLINIC AT PONDVILLE 
HOSPITAL 


THE most recent development in the State's 
program for cancer control is the announcement 
of a weekly clinic at the Pondville Hospital. 
The clinic will be conducted as a form of out-pa- 
tient service as are the other clinics which are 
being opened in connection with various hos- 
pitals in the state. Dr. Ernest Daland, chief of 
the Visiting Staff, is chief of the clinic as well. 

The social worker of the cancer section of the 
Department will have charge of social service 
in the clinic. 

A committee of citizens will be appointed in 
the Fall to assist in educational work in the 
towns adjacent to the Hospital. 

Patients have already shown a disposition to 
come to this clinic from unexpectedly long dis- 
tances. This is taken to be an indication that 
eventually a rather large out-patient service may 
be built up in spite of the remoteness of the 
location. 

The hour of the clinic which is the sixth in 
the chain of cancer clinics which are being de- 
veloped in the state, is from 1 to 2 p. m. on 
Thursdays. 


UNITED STATES PUBLIC HEALTH SERVICE 


CHRONOLOGICAL LIST OF CHANGES OF DUTIES AND Sra- 
TIONS OF COMMISSIONED AND OTHER OFFICERS OF THE 
UNITED STATES PuBLIC HEALTH SERVICE 


JUNE 29, 1927 


Assistant Sanitary Engineer Frederick J. Moss— 
Directed to proceed from Chicago, Ill., to Montreal, 
Can., and return, for temporary duty in connection 
with the investigation of an epidemic of typhoid 
fever—June 18, 1927. 


Surgeon G. W. McCoy—Directed to proceed from 
Washington, D. C., to Martin’s Ferry, Ohio, and Car- 
ville, La., and return, to investigate a suspected case 
of leprosy—June 22, 1927. 


Surgeon Joseph Goldberger—Directed to proceed 
from Washington, D. C., to Savannah, Ga., and re- 
turn, in connection with field investigations of typhus 
fever—June 23, 1927. 

Sanitary Engineer Leslie C. Frank—Directed to 
proceed from New York City to Washington, D. C., 
June 24, for conference at the Bureau, returning to 
station at Montgomery, Ala., upon completion of con- 
ference—June 23, 1927. 

Assistant Surgeon E. R. Pelikan—-Relieved from 
duty with the United States Coast Guard and as- 
signed to duty at U. S. M. H. No. 19, San Francisco, 
Calif—June 23, 1927. 

Assistant Surgeon (R) E. L. Graydon—Bureau or- 
ders of June 13, 1927, directing him to proceed from 
Atlanta, Ga., to Baltimore, Md., for duty at U. S. M. 
H. No. 1, revoked. Directed to proceed from Atlan- 
ta, Ga., to Norfolk, Va., for assignment to duty at 
U. S. M. H. No. 82—June 23, 1927. 

Assistant Surgeon (R) Donald A. Kendall—Re- 
lieved from duty at Norfolk, Va., and assigned to 
— at U. S. M. H. No. 1, Baltimore, Md.—June 23, 


Junior Pharmacist S. H. Butler—Directed to pro- 
ceed from McCall Creek, Miss., to Norfolk, Va., for 


assignment to duty at U. S. M. H. No. 82—June 23, 
1927. . 


Surgeon J. G. Wilson—Directed to proceed from 
El Paso, Texas, to Presidio, Texas, and return, for 
temporary duty at the United States Quarantine Sta- 
tion—June 24, 1927. 

Assistant Surgeon (R) W. H. Henderson—Ordered 
to active duty under terms of commission and direct- 
ed to proceed from Portsmouth, Ohio, to Chicago, IIl., 
for assignment to duty at U. S. M. H. No. 5—June 24, 
1927. 

Acting Assistant Surgeon M. J. Perkins—Directed 
to proceed from Corpus Christi, Texas, to Galveston, 
Texas, and return, for temporary duty at the United 
States Quarantine Station at Galveston— June 24, 
1927. 

Surgeon R. H. Heterick—Directed to proceed from 
Los Angeles, Calif., to Hollywood, Calif., and return, 
to investigate a claim against the United States Em- 
ployees’ Compensation Commission—June 25, 1927. 

Surgeon H. M. Manning—Directed to proceed from 
Marcus Hook, Pa., to Rosebank, S. I., N. Y., and re- 
turn, for temporary duty—June 25, 1927. 

Assistant Surgeon (R) R. C. Green—Ordered to 
active duty under terms of commission and directed 
to proceed from Chicago, IIl., to Stapleton, N. Y.,, for 
assignment to duty at U. S. M. H. No. 2i—June 25, 
1927. 

Assistant Surgeon (R) J. W. Myers—Ordered to 
active duty under terms of commission and directed 
to proceed from Chicago, IIl., to New Orleans, La., 
for assignment to duty at U. S. M. H. No. 14—June 25, 
1927. 

Assistant Surgeon (R) A. E. Snowe—Ordered to 
active duty under terms of commission and directed 
to proceed from Boston, Mass., to Stapleton, N. Y., 
for assignment to duty at U. S. M. H. No. 21—June 25, 
1927. 

Surgeon W. F. Tanner — Relieved from duty at 
Stuttgart, Germany, and assigned to duty at Ham- 
burg, Germany—June 27, 1927. 

Senior Surgeon C. H. Lavinder—Directed to pro- 
ceed from New York City to Washington, D. C., and 
return, for conference at the Bureau June 30—June 
28, 1927. 

Senior Surgeon E. K. Sprague—Directed to proceed 
from Ellis Island, N. Y., to Washington, D. C., and 
return, for conference at the Bureau June 30—June 
28, 1927. 

Surgeon L. D. Fricks—Directed to proceed from 
Seattle, Wash., to Winthrop, Wash., and return, to 
investigate a claim against the United States Em- 
ployees’ Compensation Commission—June 28, 1927. 

Surgeon W. C. Rucker—Directed to proceed from 
New Orleans, La., to Washington, D. C., and return, 
to accompany an insane patient to St. Elizabeth’s 
Hospital—June 28, 1927. 

Surgeon A. R. Sweeney—Directed to proceed from 
Boston, Mass., to Bridgeport, Conn., New York City, 
Philadelphia, Pa., and Chicago, Ill., to obtain the cus- 
tody of leper patients to accompany to U. S. M. H. 
No. 66, Carville, La., returning to station upon com- 
pletion of duty—June 28, 1927. 

Sanitary Engineer H. R. Crohurst—Bureau orders 
of June 16, 1927, amended so as to direct him, before 
returning to station from Montreal, Can., to proceed 
to Washington, D. C., for conference at the Bureau— 
June 28, 1927. 

Assistant Surgeon H. L. Skinner—Directed to pro- 
ceed from Ellis Island, N. Y., to Philadelphia, Pa., 
and Chicago, Ill., to obtain the custody of certain . 
leper patients to accompany to U. S. M. H. No. 66, 
Carville, La., returning to station upon completion of 
duty—June 28, 1927. 


BOARDS CONVENED 


A board of officers convened to meet at Philadel- 
phia, Pa., at the call of the chairman, to reéxamine 
an alien—June 22, 1927. Detail for the board: Sur- 
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geon H. M. Manning, A. A. Surgeon Leon Van Horn, 
A. A. Surgeon Horace Phillips. 


Official : 
H. S. Cummina, Surgeon General. 


‘CHRONOLOGICAL List oF CHANGES OF DUTIES AND StTA- 
TIONS OF COMMISSIONED AND OTHER OFFICERS OF THE 
STATES Pustic HEALTH SERVICE 


Juty 6, 1927 


Acting Assistant Surgeon Fred T. Foard—Relieved 
from duty at Stockton, Calif., and assigned to duty 
at Jackson, Miss., in connection with the prevention 
of the interstate spread of smallpox and other epi- 
demic diseases in the flooded area—June 23, 1927. 

Surgeon C. W. Vogel—Relieved from duty at Ham- 
burg, Germany, and assigned to duty at Stuttgart, 
Germany—June 27, 1927. 

Surgeon R. M. Grimm—Directed to proceed from 
‘Washington, D. C., to Owings Mills, Md., July 5, and 
return, in connection with field investigations of men- 
tal hygiene—June 29, 1927. 

Junior Pharmacist George B. Hutchison—Directed 
to proceed from Lexington, Ky., to New Orleans, La., 
for assignment to duty at U. S. M. H. No. 14—June 29, 
1927 

Surgeon R. R. Spencer—Directed to proceed from 
Hamilton, Mont., to Browning, Mont., and return, to 
investigate a claim against the United States Em- 
ployees’ Compensation Commission—July 1, 1927. 

Surgeon H. F. White—Bureau orders of May 13, 
1927, directing him to proceed from Baltimore, Md., 
to Lewes, Del., and return, to inspect quarantine 
equipment at the Delaware Breakwater Quarantine, 
revoked—July 1, 1927. 

Passed Assistant Surgeon R. L. Lawrence—Direct- 
ed to report to the Medical Director, United States 
Employees’ Compensation Commission, for duty — 
July 1, 1927. 

Acting Assistant Surgeon C. E. ingman—Directed 
to report to the Commandant, United States Coast 
Guard, for assignment to duty—July 1, 1927. 

Assistant Surgeon General S. B. Grubbs—Directed 
to proceed from Washington, D. C., to Rosebank, S. I., 
N. Y., and Ellis Island, N. Y., July 6, and return, for 
conferences relative to administrative matters in con- 
= with quarantine and immigration—July 2, 


BOARD CONVENED 


A board of officers convened to meet at Philadel- 
phia, Pa., at the call of the chairman, to reéxamine 
an alien—June 30, 1927. Detail for the board: Sur- 
geon H. M. Manning, A. A. Surgeon Leon Van Horn, 
A. A. Surgeon Horace Phillips. 


Official: 
H. S. Cummine, Surgeon General. 


CHRONOLOGICAL List OF CHANGES OF DUTIES AND Sta- 
TIONS OF COMMISSIONED AND OTHER OFFICERS OF THE 
UNITED STATES HEALTH SERVICE 


JULY 13, 1927 


Surgeon M. F. Haralson—Directed to proceed from 
New Orleans, La., to Port Arthur, Texas, and return, 
on July 2, and twice a month thereafter, and return, 
for the purpose of supervising the work at that place 
—July 1, 1927. 

Associate Sanitary Engineer I. W. Mendelsohn— 
Directed to proceed from Chicago, IIl., to Pinebluff, 
Ark., and such other places in the State of Arkansas 
as may be necessary, and return, for duty in connec- 
tion with the prevention of the spread of epidemic 
diseases in the flooded area—July 1, 1927. 

Surgeon J. W. Mountin—Relieved from duty at 
Jefferson City, Mo., and assigned to duty at Nash- 


ville, Tenn., in connection with the prevention of the 
spread of epidemic diseases in the flooded area— 
July 2, 1927. 

Sanitary Engineer Leslie C. Frank—Directed to 
proceed from Montgomery, Ala., to Boston, Mass., 
July 21, and return, in connection with milk investi- 
gations—July 5, 1927. 

Assistant Surgeon G. M. Kunkel—Relieved from 
duty at New Orleans, La., and assigned to duty at 
U. S. M. H. No. 3, Buffalo, N. Y.—July 5, 1927. 

Senior Surgeon Taliaferro Clark—Directed to pro- 
ceed from Paris, France, to Berlin, Germany, August 
1, and return, to serve as chairman of a board—July 
6, 1927. 

Surgeon R. M. Grimm— Relieved from duty at 
Washington, D. C., and assigned to duty at Antwerp, 
Belgium—July 6, 1927. | 

Surgeon D. E. Robi! Relieved from duty at 
London, England, and assigned to duty at Naples. 
Italy—July 6, 1927. 

Surgeon L. O. Weldon—Relieved from duty at Liv- 
erpool, England, and asisgned to duty at Genoa, Italy 
—July 6, 1927. 

Passed Assistant Surgeon L. A. Fullerton—Directed 
to proceed from Oslo, Norway, to Berlin, Germany, 
for examination, August 1, for promotion—July 6, 
1927. 

Assistant Surgeon A. J. Aselmeyer—Relieved from 
duty at Washington, D. C., and assigned to duty at 
Naples, Italv—July 6, 1927. 

Assistant Surgeon R. A. Vonderlehr—Relieved from 
duty at Washington, D. C., and assigned to duty at 
Cobh, Irish Free State—July 6, 1927. 

Surgeon W. C. Billings—Relieved from duty at 
New York City and assigned to duty at Liverpool, 
England—July 7, 1927. 

Surgeon J. S. Boggess—Relieved from duty at De- 
troit, Mich., and assigned to duty at London, England 
—July 7, 1927. 

Surgeon M. V. Ziegler—Relieved from duty at Cobh, | 
Irish Free State, and assigned to duty at Prague, 
Czechoslovakia—July 7, 1927. 

Passed Assistant Surgeon W. Y. Hollingsworth— 
Relieved from duty at Antwerp, Belgium, and as- 
signed to duty at Palermo, Italy—July 7, 1927. 

Surgeon L. L. Lumsden—Directed to proceed from 
Washington, D. C., to Ann Arbor, Mich., and such 
other points in the State of Michigan and the States 
of Iowa, Missouri, Kansas and Oklahoma as may be 
necessary, and return, in connection with rural sani- 
tation work—July 8, 1927. 

Surgeon Grover A. Kempf— Directed to proceed 
from Washington, D. C., to Saluda, N. C., and return, 
to give a series of lectures before the Southern Pedi- 
atric Seminar, which is to be held in that city August 
1-7—July 9, 1927. 

Assistant Surgeon General Thomas Parran, Jr.— 
Directed to proceed from Washington, D. C., to Phil- 
adelphia, Pa., and New York City, July 12, and re- 
turn, in connection with venereal disease control 
measures—July 11, 1927. 

Surgeon L. R. Thompson—Directed to proceed from 
Washington, D. C., to Cincinnati, Ohio, Chicago, II1., 
Lead, S. D., and other places in South Dakota as may 
be necessary, and return, in connection with field in- 
vestigations of industrial hygiene—July 11, 1927. 

Acting Assistant Surgeon O. C. Wenger—Bureau 
orders of June 30, 1927, directing him to proceed from 
Hot Springs, Ark., to Oklahoma City and such other 
places in the State of Oklahoma as may be necessary, 
revoked. Directed to proceed from Hot Springs, Ark.. 
July 20, to Chicago, Il., thence to Oklahoma City and 
such other places in the State of Oklahoma as may 
be necessary, and return, in connection with venereal 
disease control measures—July 11, 1927. 

Surgeon W. H. Frost—Directed to proceed from 
Baltimore, Md., to Cincinnati, Ohio, and return, in 
connection with field investigations of stream pollu- 
tion—July 12, 1927. 
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- Surgeon C. E. Waller—Directed to proceed from 
Washington, D. C., to New York City, July 12, and 
return, for conference with representatives of the 
Rockefeller Foundation regarding codperative plan 
for prevention of the spread of epidemic diseases in 
the flooded area—July. 12, 1927. 

Passed Assistant Dental Surgeon (R) A. T. Ellison 
—Relieved from duty at Atlantic City, N. J., and 
assigned to duty at U. S. M. H. No. 82, Norfolk, Va.— 
July 12, 1927. 

Acting Assistant Surgeon B. A. Wight—Directed 
to proceed from New Orleans, La., to Washington, 
D. C., for assignment to duty with the United States 
Coast Guard—July 12, 1927. 


BOARDS CONVENED 


A board of officers convened to meet at Berlin, Ger- 
many, August 1, to examine an officer of the Regular 
Corps for promotion—July 6, 1927. Detail for the 
board: Senior Surgeon Taliaferro Clark, Surgeon E. 
A. Sweet, Surgeon R. P. Sandidge. 


Official: 
H. S. CuMMING, Surgeon General. 


REPORTS AND NOTICES OF 
MEETINGS 


HAMPDEN DISTRICT MEDICAL SOCIETY 


Tue regular summer meeting of the Society 
was held at the U. S. Service Veterans’ Hospital 
at Leeds, Massachusetts, on Tuesday, July 26, at 
4P.M. The Society was the guests of Dr. A. H. 
Pierce, Commander of the hospital. 

There was a clinic, a tour of inspection of the 
hospital and refreshments at 5.45 P. M. Dr. 
Pierce invited the three other western Massachu- 
setts districts to unite with the Hampden Dis- 
trict at this meeting. 


A MEETING OF THE WEST END NEIGH- 
BORHOOD CONFERENCE 


A MEETING of the West End Neighborhood 
Conference was held at the Health Unit, 17 
— Street, Thursday, July 21, 1927, at 4 
P. M. 

The committee on street play has been working 
on the summer recreational plan and two recrea- 
tional workers have been employed. A report 
of its activities was rendered. 

Cuarues F. Wiuinsky, M.D., 

Sec’y, West End Neighborhood Conference. 


THE MEETING OF THE MASSACHUSETTS 
ASSOCIATION OF BOARDS OF HEALTH 


As a part of the informative discussion which 
has been undertaken by the Massachusetts De- 
partment of Public Health, in the matter of 
proper regulations governing the pasteurization 
of milk, the Massachusetts Association of Boards 
of Health devoted its summer meeting, that of 
Thursday, July 21, to a codperative educational 
effort. The general subject of the meeting was 
“‘Positive Pasteurization,’’ the speakers were 
national authorities, George W. Putnam, Chief 
of the Bureau of Dairy Products, Chicago 


Health Department, and Leslie C. Frank, of the 
U. S. Public Health Service; the place was the 
charming estate of the Worcester Country Club 
just within the city limits toward West Boylston 
and the company assembled included the admin- 
istrative and health officers of Massachusetts 
cities and towns to the number of nearly one 

After a brief word of welcome by Mr. Michael 
J. O’Hara, Mayor of Worcester, Mr. Putnam 
took the floor, followed by Mr. Frank: ‘The 
paper of Mr. Putnam dealt.with the apparatus 
for pasteurizing, and the illustrations on the 
screen outlined the principal practical defects in 
each of the various types of machines and their 
remedies. From the point of view that pasteur- 
ization requires the heating of the milk to a 
given definite temperature and the retention of 
it at that temperature for a definite length of 
time, it must be realized that some of the appli- 
ances in use fail to live up to the requirements, 
and permit milk which has not been properly 
heated or properly held to pass into the ‘‘pas- 
teurized’’ body. 

In general in a holding outfit, these failures 
may be due to dead ends, where the milk remains 
comparatively cold, yet is drawn off with the 
general body of milk; cold outlets, which keep 
seme of the milk comparatively cool; leaky out- 
lets, which permit milk that has not been proper- 
ly heated to pass round the valves; and foam and 
splash, the former rising above the surface of the 
heated milk into air that may be lower in tem- 
perature, and the latter bringing milk into con- 
tact with a comparatively cold cover to the tank. 

For each kind of failure there has been de- 
vised some remedy. Dead ends may be elim- 
inated once one has realized that they are there; 
the same is true of cold outlets; leaky outlets 
may be avoided by modern valves which pass 
any leaked material to receptacles other than the 
body of the milk. Foam may be due to the 
separator or to causes in the flow. The first kind 
may be eliminated by better separators, and if it 
persists from flow or other cause, the foam may 
be pasteurized by having the air above the milk 
into which it projects, of a pasteurizing tempera- 
ture. For this steam may be used and without 
detriment to the product. Splash is usually 
caused by defective flow pipes, and should not 
be difficult to remedy. 

Ineffective pasteurization may be due to de- 
fective thermometers, which do not give true 
readings. This may be avoided by using a mer- 
cury indicating thermometer in each vat. 

Passing to other methods of pasteurization. 
Mr. Putnam stated that the flash method has 
been used, but has been rejected by health offi- 
cers because of unsatisfactory results. This 


subjects the milk to a high temperature for a 
very short time. 

Electrical processes for pasteurizing milk seem 
still to be in an experimental stage. 
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authorities differ here and only one State has 
aecepted the electrical process as a legal pro- 
cedure. 

Between pasteurization and bottling there 
may be a period of possible exposure of the milk 
to dust or to fly contamination. This may be 
avoided by shields or by the use of special rooms 
closed to other purposes. 

In closing the speaker emphasized the fact 
that the defects that have been evolved in devel- 
oping processes of pasteurization must not be 
permitted to belittle the importance of process 
as a safeguard to a most important food supply. 
Mr. Putnam, formerly State engineer in a Mis- 
sissippi Valley commonwealth, is the official who 
has been advisory to Dr. Bundensen, Health 
Commissioner of Chicago, in the recent radical 
changes in milk regulations in that city. 

In beginning his address Mr. Frank plainly 
put the case of safeguarding milk as he views it 
from three standpoints, as the father of a family 
of children, as a former proprietor of a dairy 
and as a one-time health officer of Dallas, Texas. 
His question was constantly, ‘‘As a dairyman 
who has been a health officer, and in whom con- 
sumers have additional confidence for this rea- 
son, what is the proper action to safeguard the 
people?’’ He said first in effect, that it might 
be a serious question in the minds of many 
whether in view of an unfortunate outbreak of 
milk-borne disease, like the recent one at Mon- 
treal, we are right in depending on pasteuriza- 
tion. 

‘‘Be a dairyman,’’ said Mr. Frank, ‘‘seru- 
tinize disease, scrutinize prevention,—what con- 
ditions will help towards safety?’’ He noted 
that while there are quite a number of diseases 
that may be conveyed by milk, there would be 
time to consider only three, tuberculosis, typhoid 
fever and septic sore throat. 

It is obvious from our present knowledge that 
the testing of cattle is very important. ‘‘This 
done,’’ said the speaker, ‘‘can the dairyman as- 
sert to the consumer that the supply is safe?’’ 
The herd is tested, the reactors are taken out and 
in some months or a year with a subsequent test, 
a reactor is found in the herd. Who ean say 
how long that cow has been a potential menace 
to the raw milk supply of that dairyman? The 
answer here is that pasteurization provides the 
only known security. 

The dairyman finds out that of the outbreaks 
due to milk a large majority, about three-quar- 
ters, are typhoid. ‘‘What is he to do?’’ There 
is the testing for carriers. Alabama has a new 
technique by Haven, which can do good work. 
In this State it has been determined that three 
out of every hundred dairymen are carriers. 
Possibly this is a fair rating of the population as 
a whole. Then it is to be considered that carriers 
may be intermittent and that to detect them is a 
costly process. With raw milk, can the dairy- 
man say, ‘‘ We are safe’’? 


Then there is septic sore throat. ‘‘What can 
be done?’’ Here the speaker asserted that he 
did not know. It is an explosive malady, and no 
precautions that are available will ensure the 
safety of raw milk. 

Incidental to his discussion the speaker drew 
upon his own experiences as a dairyman, who 
with the experience of a health officer was trying 
to carry on a safe dairy. One day the records 
showed about five hundred gallons that had not 
been properly pasteurized. The foreman’s an- 
swer was that an institution made a call for this 
milk to be delivered at once. ‘‘If you can not 
furnish it, we shall try your competitor,’’ was 
the accompanying admonition. What else could 
be done but deliver it ‘as is,’ if the trade was to 
be retained?’’ One day a milker reported ask- 
ing leave on account of dysentery. In reply to 
questions it was found that he was ill the day be- 
fore, but had felt foreed to milk because of 
short-handedness in the milking squad. 

‘‘With this experience,’’ said Mr. Frank, ‘‘I 
said, ‘Pasteurization for my babies and my cus- 
tomers.’ 

The speaker was strong in his assertion that 
there is no real basis for claiming that raw milk 
is safe. But, can the public health officer re- 
quire that all milk shall be pasteurized? Here 
one comes upon the difficulty that no official can 
proceed faster than the speed of education of his 
people. Comparatively few communities as yet 
will support complete pasteurization of the milk 
supply. Under the circumstances it seems most 
advisable to grade the milk, and the speaker sug- 
gested grades A, B and C, all pasteurized, but 
of different standards, so that consumers may 
know what they are getting. In the production 
of milk as in any other process, slips will occur, 
and the matter must be treated with a margin of 
safety. 

Dr. George H. Bigelow, State Commissioner of 
Publie Health, joined in the discussion with the 
presentation of various Massachusetts problems. 


BOOK REVIEWS 


Practical Gastroscopy. By Jean Racuet, M.D, 
Assistant to the St. Antoine Hospital, Paris. 
France. Authorized Translation by Frep F. 
et Published by William Wood & 

0. 


This small volume of one hundred and thirty- 
eight pages demonstrates a method of indirect 
inspection of the interior of the stomach, similar 
to that commonly done with the cystoscope in 
the urinary bladder. The author apparently has 
had considerable experience with the method and 
finds it a satisfactory means of diagnosis in gas- 
tric lesions ; also an aid in the direct application 
of certain forms of treatment. 

Gastroscopy would undoubtedly be an addi- 
tional help to our present methods of examina- 
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tion, but would require a considerable amount 
of experience to use the apparatus. There are 
a number of gastric lesions affecting the mucosa 
which might be correctly diagnosed in this way 
that are missed by methods in common use. On 
the other hand, the number of cases that could 
be definitely diagnosed by this method alone, to 
the exclusion of other methods, would be rela- 
tively small. It is conceivable that in a coopers- 
tive patient, particularly, where the healing of 
a gastric lesion needed observation, that this 
would be a valuable instrument. It is doubtful, 
however, that this will ever become a popular 
method of examination, for several reasons; pri- 
marily because our present methods of diagnosis, 


especially with the Roentgen Ray, are satisfac- 


tory, in a large majority of gastric cases. Also, 
the method demonstrated in this book, although 
highly desirable, i. e., actual visualization of a 
lesion, would certainly be a difficult procedure 
to carry out on a considerable number of pa- 
tients. The Laryngologists who are already 
familiar with the use of the oesophagoscope 
could add this piece of apparatus to their 
armamentarium with considerable ease, and it 
would certainly be a help in the diagnosis andl 
treatment of certain obscure gastric lesions. 

The book is well written, the technique is ac- 
curately described, and certainly the author de- 
serves considerable credit for this ingenious 
method of direct observation of the gastric mu- 
cosa. 


Interpreters of Nature: Essays by Sir GEorGE 
NewMaAN, K.C.B., M.D., Hon. D.C.L., LL.D. 
Faber & Gwyer Limited, London, 1927. 296 
pages. 


This volume is a collection of essays and ad- 
dresses prepared at different times between 1903 
and 1926 by the Chief Medical Officer of the 
British Ministry of Health. The table of con- 
tents gives a good idea of the nature of the 
book : 

1. The Great Paduans—A Century of Medi- 
cine at Padua. 

2. Thomas Sydenham, Reformer of English 
Medicine. 

3. Hermann Boerhaave—The Disciples of 
Boerhaave in Edinburgh. 

4. John Hunter—The Private Practitioner 
as Pioneer in Preventive Medicine. 

.. John Keats: Apothecary and Poet. 

6. The Character of Louis Pasteur. 

_%. William Osler—A Physician of Two Con- 
tinents. 

8. Modern Interpreters—Fifty Years’ Prog- 
ress in Publie Health. 

9. Future Interpreters—Everyman in Pre- 
ventive Medicine. 

These essays hold one’s interest because they 
deal with aspects in the lives of men outstand- 
ing in the history of medicine which are no‘ 


found in the formal text-books. Besides one 
can never tire reading of such men as Galileo, 
Vesalius, Sydenham, John Hunter and Louis 
Pasteur, especially when written in the charm- 
ing style that reminds one so much of William 
Osler. The Essays on Pasteur and Osler are 
particularly delightful, and the fact that Sir 
Newman includes William Osler in his group of 
‘interpreters of nature’’ may be a forecast of 
what the generations to come will think of this 
noble physician. 

It is a splendid little book that will give one 
a fine sense of relaxation after the trials of a 
hard day of medical practice. 


Modern Medicine: Its Theory and Practice. 
Edited by Str Witutam Oster, Bart., M.D., 
F.R.S. Third Edition, Thoroughly Revised. 
Re-edited by Tuomas McCrag, M.D., Assisted 
by Eimer H. Funk, M.D. Volume IV. Lea 
and Febiger, Philadelphia, 1927. 


The fourth volume of this third edition of 
Osler’s System is divided into two parts: Part I, 
Diseases of the Respiratory Tract; and Part IT, 
Diseases of the Circulatory System. 

The first chapter of Part I, entitled ‘‘The 
Physiology of Respiration,’ is written by 
George W. Norris and Thomas M. MeMillan. 
This replaces the introductory chapter of the 
first edition written by Thomas R. Brown. In 
the Chapter on Diseases of the Nasopharynx, 
Pharynx and Tonsils by Francis R. Packard, see- 
tions on Vincent’s Angina and Agranulocytie 
Angina have been added. The chapter on 
**Diseases of the Bronchi’’ by Alexander Mc- 
Phedron has been considerably condensed, the 
section on acute bronchitis having been entirely 
rewritten and paragraphs on war gassing added. 
A new section on hemorrhagic bronchitis (non- 
tuberculous) discusses broncho-spirochaetosis, 
broncho-amoebiasis and the broncho-mycoses. 
Hay fever and asthma are treated in a separate 
chapter written by F. M. Rackemann. A sec- 
tion on collapse of the lungs has been added to 
the chapter on ‘‘Diseases of the Lungs,’’ and 
pneumoconiosis is considered in a separate chap- 
ter by H. R. M. Landis. The chapter on pneu- 
mothorax is written by F. T. Lord, and a new 
chapter on Diseases of the Diaphragm by Dr. 
Landis concludes Part I. 

The introductory chapter of Part II, entitled 
‘‘General Considerations in Cardio-Vascular 
Disease,’’ by C. F. Hoover, and the following 
chapter on ‘‘Diseases of the Pericardium”’ by 
Alexander MecPhaedron have been entirely re- 
written. A new chapter by Sir Thomas Lewis 
on ‘‘The Rate and Mechanism of the Heart 
Beat’’ brings the system up to date on this im- 
portant subject. A chapter on acute endocardi- 
tis by J. B. Herrick replaces the one on the same 
subject written by the late Sir William Osler. 
The chapter on functional disease of the heart 
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has been entirely rewritten to conform to modern 
conceptions. Maude Abbott has greatly ampli- 
fied her chapter on congenital cardiac disease, 
which now covers two hundred pages. The 
chapters on diseases of the arteries by the late 
Sir William Osler have been revised slightly by 
C. P. Howard; a section on thrombo-angitis 
obliterans has been added. Blumer has rewrit- 
ten the section on thrombosis in his chapter on 
‘‘Thrombosis, Embolism and Phlebitis.’’ 


Pathohistologie der Zihne. (Pathohistology of 
the Teeth.) By Dr. Med., Dr. Med. dent. h. e. 
HERMANN Evuter, Professor at University of 
Breslau, Germany, and director of the Dental 
Institute and Dr. Med. dent. WILHELM MEYER. 
_ First edition, in German, 353 pages, 422 illus- 
trations (8 in color), Munich, Germany. J. F. 
. Bergman, 1927. Price R.M. 48, bound R.M. 
49.60. 


The senior author of this highly scientific 
monograph is well-known through his publica- 
tions in the German dental literature. Dr. 
Meyer’s mastery of the photographic technique 
has added a great deal of value to the book. The 
excellent high power photomicrographs make it 
possible to eliminate the use of drawings and 
therefore present ‘‘not what one seems to see 
but what actually has been seen in tue micro- 
scope.’’ 

The authors limit this work to the teeth 
proper. The material has been collected for 
vears for the use in lectures and laboratory and 
was used in this book not only for a study of the 
pathohistology of the teeth but with special con- 
sideration of the pathobiology. 

Chapters I and II treat of the disturbances 
arising during the developmental stage of the 
teeth, also the effect of local infection and 
trauma of the tooth germ. The vital topic, dis- 
turbances of the calcium metabolism, is here 
included, hypoplasia of the enamel in rickets 
and the formation of the Hutchinson’s teeth. 

Chapter III deals with the formation of sec- 
ondary dentine the cause of which may be a 
physiological or pathological process resulting 
in changes in the dental pulp. 

Chapter IV deals with traumatic changes in 
acute and chronic trauma, tooth fractures with 
and without luxation. 

Chapter V is devoted to dental caries. This 
important subject is taken up in all its phases. 
Special interest is given the protective action of 
the cuticula dentis—Nasmyth’s membrane— 
which is the hornified remnant of the enamel 
organ covering the enamel of the tooth. 

The degree of calcification and the presence of 
organic structures in the enamel are laid stress 
on as predisposing factors. The bacterial ac- 
tivity is dealt with at length, direct effect as 
well as the resulting reaction in the more distant 
tissue being discussed and illustrated. 


In Chapter VI the diseases of the dental pulp 
are taken up: Hyperemia, acute and chronic 
pulpitis, necrosis and retrograde processes. 

The subject of ‘‘Dental pulp in General dis- 
ease’ is limited to a citation from Graff 
(Deutsch Med. Wochenschr. 1922 40, 
$1346), who found in one case of endocarditis 
with sepsis an embolus with gram positive cocci 
in the vessels of a lower bi-cuspid and in two 
cases of purulent meningitis, hyperemia and 
oedema of the pulps with diplicoccus. | 

Chapter VIII gives an excellent exposition of 
the pathology of the cementum and periodental 
membrane, with formation of the periapical: 
granuloma and periodental cysts. Disturbances 
of the vitality of the cementum are illustrated 
by brilliant photomicrographs. The Pathology 
of Parodontitis chronica marginalis progressiva 


(Pyorrhea Alveolaris) concludes this part. 


While there is not very much new in this 
chapter the different pathological changes are 
well discussed and illustrated. It is to be re- 
gretted, however, that the important subject, 
general health in relation to these lesions, is dis- 
posed of (on page 302) with but a few remarks. 
This forms a marked contrast to the otherwise 
careful and all including description of the local 
changes produced by periapical infection. 

The book ends with a description of technical 
procedures by Dr. W. Meyer, dealing especially 
with the preparing and staining of the sections 
and also giving some valuable points in connec- 
tion with the making of photomicrographs. 

In conclusion the book can be highly recom- 
mended as a modern treatise on the microscopic 
pathology of the teeth. The illustrations alone 
are highly instructive and some of them are ex- 
ceptionally fine. At the end of each chapter 
there is an excellent bibliography of related 
work of German origin. References of English 
and American literature and publications of re- 
search work are conspicuous by their absence. 


Adapted Group Gymnastics. By Linuian Cur- 
Tis Drew, Director of Department of Correc- 
tive Gymnastics, Central Branch Y. W. C. A., 
New York City; Assistant Director, Central 
School of Hygiene and Physical Education, 
New York City; Instructor in Corrective and 
Remedial Gymnastics and Kinesiology, Cen- 
tral High School of Hygiene and Physical 
Education and New York University, New | 
York City. Illustrated. Lea and Febiger, 
Philadelphia, 1927. 

‘‘Adapted Group Gymnastiecs’’ by Lillian 
Curtis Drew is a good handbook for the teacher 
in secondary schools or for one dealing with 
older groups. It makes use of the best of the 
Danish work, incorporating with it the exten- 
sive “‘body-freeing’’ exercises of Neils Buhk, in 
which the common faults of posture are to be 
guarded against constantly. The scope and 
presentation of exercises are excellent. 
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International Clinics Vol. 2 Thirty Seventh 
Series, June 1927. J. B. Lippincott Co. 


This volume conforms closely to those which 
have preceded it ‘in make-up and contents. It 
contains a list of contributors, a list of articles 
and a list of illustrations. The leading articles 
are divided into Diagnosis and Treatment, Med- 
icine, Surgery, Public health, Medical history, 
Travel Clinics, Post-Graduate Study and the 
address of President Coolidge before the Wash- 
ington meeting of the American Medical Asso- 
ciation this year, and Gleanings from papers 
read at the Washington meeting. 

Particularly interesting or valuable are the 
articles on Allergic diseases in relation to cli- 
mate, by W. 8S. van Leeuwen; A heart block clinic 
by L. F. Bishop; Bunion, its cause and cure, by 
H. A. Robinson; Health supervision of Country 
Day schools, by R. M. Smith; and Caring for the 
health of the preparatory school student, by S. 
T. Nicholson, also the article on Hygiene by W. 
S. Connell. 

The illustrations and plates are of high order 
and the volume of usual merit. 


Malarial Psychoses and Neuroses; with Chapters 
Medico-Legal, and on History, Race Degenera- 
tion, Alcohol, and Surgery in Relation to 
Malaria. By K. ANpeErson, M.D., 
F.R.F.P.S. (Glas.) Humphrey Milford, Ox- 
ford University Press, London, 1927. 395 


pages. 


This, so far as the reviewer knows, is the only 
complete treatise on the nervous manifestations 
of malaria. It seems unusual that this should be 
so. The disease has been known for over two 
thousand years and its most characteristic 
feature, the paroxysm, is a neurological phe- 
nomenon. The author has filled this gap in the 
literature of malaria with remarkable success. 
He has drawn largely from his own very ex- 
tensive experiences, and the book is filled with 
many brief but adequate case reports. In addi- 
tion, he has made a thorough study of the liter- 
ature and many of his illustrations are from 
other sources. He seems not to have missed any 
important aspect of the disease and his long list 
of chapters includes notes on such unusual topics 
as ‘‘the medico-legal aspect of malaria’’ and 
‘‘surgery and malaria.’’ 

The book is superbly issued, with numerous 
colored plates and a complete bibliography and 
index. It can be highly recommended as an ex- 
cellent monograph covering a little-known field 
of medicine. 3 


Should We Be Vaccinated? By Brernuarp J. 
STERN. 1927. Pp. 146. Harper and Brothers. 


_Physicians are used to considering the vac- 
cination problem solely from its medical and 


public health aspects. In this little book it is 
considered from the religious and political as- 
pects as well as from the public health point of 
view in an attempt to unravel the reasons for the 
perennial prejudice against this life-saving 
measure. The text is fortified with numerous 
references and the entire volume gives evidence 
of very careful study of the problem and careful 
avoidance of any appearance of partizanship or 
of prejudice. The early sections of the book are 
devoted to the controversies in the early days of 
vaccination and Jenner’s relation to them. A 
particularly interesting portion is that dealing 
with the vaccination tracts and their relation 
with religious issues. The value of this volume 
is considerably enhanced by very rich references 
to important documents either for or against the 
practice. An interesting chapter is the one on 


the causes of opposition to vaccination. 


Principles of Physical Chemistry for Medical 
Students. By P. M. Toonry Kerrmer. 1927. 
Pp. 129. Oxford Medical Publications. 


The great emphasis laid on physiology in the 
English schools has naturally stimulated interest 
in the closely allied sciences and one of the most 
important of these is physical chemistry. For 
many students and practitioners a thorough 
course in physical chemistry demands too much 
time and, as a result, a number of smaller hand- 
books have been published attempting to give in 
small compass and fairly simple terms the more 
important facts. One of the best of these is this 
small book, simply written and well supplied 
with diagrams which serve to elucidate further 
the text. It fortunately does not presuppose — 
any great degree of mathematical or physical 
knowledge. 


Clinical Physiology. By Rosert J. 8S. McDow- 
ALL. 1927. D. Appleton & Co. Pp. 363. 


This volume is to some extent reminiscent of 
Krehl and Hewlett. However, the emphasis is 
laid on the applications of physiology to the pa- 
tient. It is remarkably up to date for a text- 
book and written in a pleasing style. One very 
interesting chapter is that on the ‘‘ Physiological 
Principles in the Treatment of Emergencies,’’ 
particularly with reference to cardiac and res- 
piratory failure. The section on blood sugar 


and pancreatic efficiency is rather sketchily 
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treated and disappointing. A very useful bibli- 
ography is appended. 


Stammering, Its Cause and Cure. By BEnsa- 
MIN NATHANIEL BoavE, Indianapolis. Benja- 
min Nathaniel Bogue, 1926, pp. 279. 


Advertising the ‘‘Bogue Institute’’ of Indian- 
apolis and replete with ‘‘testimonials.”’ 


Réntgen Rays in Dermatology. By L. Arzt and 
H. Fuus. (William Wood and Company, Pub- 
lishers.) Translated by C. Kevin O’Malley. 
Price $6.00. 


This book gives a very good survey of derma- 
tological x-ray therapy. It describes German ap- 
paratus and methods and furnishes interesting 
points of view worth while to dermatologist and 
radiologist alike. The essentials of protection, 
accurate measurement of dosage, technic of ex- 
posure, filtration, ete., are well emphasized. It 
is worth noting that the authors advocate light- 
ly filtered radiation rather than unfiltered for 
dermatological treatment. Injuries by x-ray and 
their treatment are considered, together with 
their medico-legal aspects. The last half of the 
book considers the treatment in detail of the va- 
rious dermatoses in which x-ray therapy is in- 
dicated. The book has many practical points for 
those desiring instruction in such methods of 
treatment. 


A Primer for Diabetic Patients. By RussEL. 
M. Wiper. W. B. Saunders, Publishers. 


This primer is an excellent one, particularly 
useful for medical students and general practi- 
tioners. The general principles 6f diabetic man- 
agement are clearly outlined and the directions 
are made simple, particularly those for the 
laboratory tests. The physiology of nutrition 1s 
emphasized and food values are explained in de- 
tail. 


cussed than would seem advisable in the case of 
the patient alone, but the fundamental prin- 
ciples are admirably discussed for the use of the 
general practitioner. On the whole, this primer 


is a valuable addition to our defence against 
diabetes and should add much to the comfort of 
diabetic patients. 


The questions of tolerance, coma, and the : 
use of Insulin are perhaps more elaborately dis- 


hospital. 


An Outline History of Ophthalmology. By 
THomas Suastip, M.D., Se.D., F.A.C.S., 
LL.D., ete. Retail price $1.25. Selling agent, 
George Wahr, Ann Arbor, Michigan. 


A small volume of about thirty pages giving 
a short history of ophthalmology from its start 
in Babylon-Assyria to the present time. The 
subject is taken up briefly throughout various 
centuries touching on points of greatest import- 
ance. The book is extremely well written and 
makes most interesting reading. 


The Human Body in Pictures. A Visual 'Text 
of Anatomy, Physiology and Embryology, iy 
JacoB SARNorr, M.D. Physicians and Sur- 
geons Book Company, Brooklyn, New York. 
Pp. 120. 


The book is a ‘‘manual”’ of a series of motion 
pictures, illustrating the development and phy- 
siology of the principal systems of the body. It 
is very difficult to see how the book itself could 
be of any value to men taking courses in a first- 
class medical school. The films, however, have 
been used successfully in the teaching of student 
nurses and in the instruction of hospital eorps- 
men in the Army. 


Pioneer Medicine in Western Pennsylvania. By 
THEODORE DitLer, M.D. Paul B. Hoeber, Inc., 
New York, 1927, pp. 230. 


The book covers a period, roughly, from 1750 
to 1850, with a few remarks concerning men of 
the last half of the 19th century. It is aimost 
entirely a history of the physicians who lived in 
Pittsburgh and of the medical societies formed 
by them Most of the earlier physicians were 
military men. Although there is no outstanding 
name, the average is high and the work that they 
did was well done. 


Practical Nursing for Male Nurses in the R. A. 
M. C. and Other Forces. By Coronet E. M. 
Hassarp, A.M.S. (Retd.) and A. R. Hassarp. 
Second edition. William Wood & Co., New 
York, 1927. 407 pages. 


A small but complete handbook covering all 
the procedures used in a well-equipped military 
In the second edition chapters on ra- 
diant heat, electricity, massage and insulin treat- 
ment have been added. 
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